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Adult Essay
“Beating the Blues” is a cognitive based computerised 
package for depression. It is currently used in Primary Care 
to address the ‘Step One’ need of the NICE guidelines for 
depression. It is delivered primarily, but not exclusively, by 
Graduate Mental Health Workers. Critically discuss the use of 
computerised packages in Primary Care with specific 
reference to ethical and professional dilemmas.
December 2005 
Year One
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Introduction
Primary Care is the first point of contact for many people with mental ill health. 
The Department of Health (DoH) estimate that as many as one in four 
consultations at the General Practitioner (GP) surgery relate to mental ill 
health. In turn, Primary Care carries the full responsibility for securing an 
appropriate range of services for this population, (DoH, 2003). In order to deal 
with the number of consultations for mental ill health, psychological services in 
Primary Care have had to expand the availability and variety of their services 
due to the sheer weight of referrals and lack of trained therapists, (Bower & 
Gilbody, 2005). Included in this expansion, psychological services have 
begun to provide clients with the option of using Information Technology (IT) 
to meet their individual mental health needs, (British Psychological Society, 
2000). IT services now available include real-time online therapy, 
psychological treatment by e-mail, professionally assisted chat rooms, self- 
help groups, psycho-education modules and computerised packages, 
(Proudfoot, 2004). However, not all of these are available in Primary Care. 
The National Institute for Clinical Excellence (NICE) has recommended two 
computerised packages as options in addressing the ‘Step Two' need in the 
management of mild to moderate depression and anxiety in settings such as 
Primary Care, (NICE, 2005).
In this essay I will use the first person pronoun to include personal and 
colleague experiences in order to critically discuss the use of computerised 
packages in Primary Care. I hope to add to discussion of available research 
evidence by providing real life clinical experience. However, I acknowledge 
that this is anecdotal. I have chosen this particular essay because I felt its 
preparation would provide me with a better knowledge of the prevention and 
treatment of mental ill health in Primary Care. I felt it would also equip me 
with knowledge and skills necessary to prepare me for a placement in Primary 
Care whilst a trainee clinical psychologist.
I feel that adherence to ethical and professional conduct lies at the core of 
working with people suffering from mental ill health. Therefore, this essay will
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focus primarily on discussion of ethical and professional dilemmas in relation 
to the use of computerised packages in Primary Care. The essay will provide 
discussion of these dilemmas from the point of view of clinical psychologists 
because of their lead role in Primary Care psychological services. However, it 
is acknowledged that other health professionals facilitate the use of, and have 
their own perspective on computerised packages. It is also acknowledged 
that computerised packages are used in Secondary and Community Care 
settings and discussion of ethical and professional dilemmas in their use is as 
relevant to those settings as Primary Care.
This essay will focus on two main areas of discussion. First it will briefly 
discuss the current research available into the effectiveness of computerised 
packages. It will argue that the current research, although generally positive 
is limited in what it tells clinicians, (Jacobs et al., 2001). This essay will 
critically discuss areas of limited knowledge and consequent ethical and 
professional dilemmas for clinicians when using computerised packages in 
Primary Care.
Second, this essay will discuss professional and ethical guidelines set out by 
the British Psychological Society (BPS), and the use of computerised 
packages in relation to these current guidelines. It will argue that Professional 
Practice guidelines bring ethical and professional dilemmas for psychologists 
using CCBT. It is also argued, that with some exceptions, CCBT does not 
meet current Professional Practice guideline criteria. I also hope to highlight 
that computerised packages bring distinct professional and ethical dilemmas 
not covered by current guidelines and perhaps psychologists have a role in 
providing such guidelines considering their responsibility to psychological 
services.
Computerised packages have been recommended by NICE guidelines for the 
treatment of depression and anxiety in Step Two of its ‘Stepped Care' model, 
(NICE, 2005). Therefore, this essay argues that the discussion is not whether 
psychological services use computerised packages, but rather, how do 
psychological services use them in a way that is ethical and professional?
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Psychologists have a crucial role in balancing and finding solutions to the 
professional and ethical dilemmas posed by computerised packages in 
Primary Care.
Major Concepts Related to Computerised Packages
NICE Guidelines
NICE is an independent organisation, which was set up to deliver clinical 
guidelines that aim to ensure consistent, high quality, evidence based 
healthcare to the population of the United Kingdom. NICE uses the ‘Stepped 
Care' model in its healthcare guidance, (NICE, 2005).
Stepped Care
Stepped care in relation to mental ill health allows for an individual, depending 
on the characteristics of their mental illness to be provided with first line 
treatments at the beginning of intervention, (NICE, 2004). These treatments 
are monitored and if the individual does not achieve considerable health 
improvements, intervention is ‘stepped up’ to more complex treatment, (Bower 
& Gilbody, 2005).
Computerised Packages
Computerised packages are computer based intervention programmes, which 
have been developed for the treatment of mental ill health such as depression 
and anxiety. They are offered in Primary, Secondary and Community Care 
and individuals attend weekly or fortnightly sessions in a similar fashion to 
attending for other treatment. Facilitator contact is brief. Sessions feature the 
use of interactive video, graphics, animation and voiceover. Sessions are 
individualised to each client and are typically based on Cognitive Behavioural 
Therapy, (CBT) and are commonly known as Computerised Cognitive 
Behavioural Therapy (CCBT), (Proudfoot, 2004). Two such CCBT packages 
have been recommended by NICE guidelines as options in Step Two for the 
management and treatment of mild to moderate depression and anxiety. 
These include ‘Beating the Blues’ by Ultrasis pic and ‘Fear Fighter’ by ST 
Solutions Ltd, (NICE, 2005).
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Beating the Blues and FearFighter
‘Beating the Blues’ is based on CBT principles for people with anxiety and 
depression. It consists of a fifteen-minute introductory video telling the client 
about the package and eight one-hour computer sessions. Each computer 
session includes an interactive discussion of clients’ problems decided during 
session one. Sessions aim to introduce the client to CBT techniques such as 
challenging negative thoughts, problem solving, activity scheduling and 
behavioural experiments and teach them to use such skills in the future. 
Homework is completed between sessions. A progress report is printed at the 
end of each session, which includes anxiety and depression ratings and 
reported suicidal thoughts. A copy of this is given to the healthcare 
professional involved in their care, (NICE, 2005; M. Toyer, personal 
correspondence, Nov. 2005).
‘FearFighter’ is also based on CBT principles but is used as a treatment option 
for phobia, panic and anxiety disorders. FearFigher works similarly to Beating 
the Blues, however, it assumes a reading age of 11 years and Beating the 
Blues does not specify a minimum reading age, (NICE, 2005).
CBT
CBT is probably the most commonly practiced psychological therapy in the 
NHS. CBT refers to a type of therapy that combines techniques from 
cognitive and behaviour therapy. This type of treatment aims to help 
individuals recognise patterns of distorted, usually negative thinking styles, 
and dysfunctional emotions and behaviour. Individuals are helped to modify 
this distorted thinking style and dysfunctional behaviour through discussion 
and exposure to CBT techniques. These may include gradual exposure, 
problem-solving, setting targets, scheduling activities, challenging negative 
thoughts, and using cognitive rehearsal, (Hawton et al., 1999). CBT is brief, 
highly structured, problem-oriented and collaborative between client and 
therapist. Much of the therapy focuses on the here-and-now, (DoH, 2001).
10
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CCBT: Current Research and Research Requirements
Current Research into CCBT
CCBT is a very new form of psychological intervention used within 
psychological services; some of the first research into CCBT only being 
carried out in the early 1990’s by Selmi et al., (1990). Since Selmi et al’s, 
(1990) research, a number of Randomised Control Trials (RCT’s) and non- 
RCT’s have been completed into the efficacy and effectiveness of CCBT, (for 
example, Kenwright et al., 2001; Proudfoot et al., 2004; Van den Berg et al.,
2004). Generally, this evidence has been favourable in relation to the use of 
CCBT as an intervention in mental ill health, and would support its use in 
Primary Care. Findings reveal that CCBT could be equivalent to usual 
treatment provided by GPs or in some cases equivalent to face-to-face CBT in 
the reduction of symptoms of mental ill health, (Jacobs et al., 2001). 
Importantly, clinical effectiveness found in one published RCT by Proudfoot et 
al., (2004), and one unpublished RCT has lead to NICE recommending CCBT 
as an option in Step Two for the management of mild to moderate depression 
and anxiety, (NICE, 2005).
This favourable evidence aside, it is imperative that CCBT packages are being 
recommended as a treatment option on the basis of enduring, good research 
evidence, (Bower & Gilbody, 2005). Owing to the recent advent of CCBT, 
decisions on its use cannot be made on sustained research evidence. Long­
term effects of CCBT have not yet been explored, (NICE, 2005). There is also 
some unease about the quality of the current research. Some areas of 
unease include the vested financial interest that some researchers have in 
CCBT, for example, Proudfoot et al., (2004). Others argue that CCBT is not a 
replacement for face-to-face therapy and therefore, should not be compared 
to such in research, (BPS, 2000). In the main, studies acknowledge that 
those participants using CCBT suffered less severe mental ill health than 
those in face-to-face therapy, which raises doubts about the comparability of 
groups, (Kenwright et al., 2001). I am also concerned about the idea that 
NICE guidelines would recommend the use of CCBT with such limited
11
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evidence to support it, particularly considering its proposed adherence to high 
quality, evidence based healthcare intervention. Some of these research 
limitations raise questions about the use of CCBT in Primary Care. 
Furthermore, some research studies observed that participants required 
additional assistance from facilitators in areas such as problem solving and 
activity scheduling, (Kenwright et al., 2001). In a similar vein, CCBT studies 
have used varying amounts of facilitator intervention with participants, 
(Newman et al., 2003; Wright et al., 2005).
CCBT Research Requirements
Due to the varying amounts of input by facilitators in CCBT research, 
psychologists cannot establish whether CCBT should be used as pure self 
help, guided self help or as an adjunct to therapy, (Newman et al., 2003). 
Most research into CCBT has had some therapist intervention, (for example, 
Proudfoot et al., 2004). This study found CCBT to be effective, but the 
reasons behind its effectiveness remain under-researched. It may be the CBT 
techniques provided by CCBT, or facilitator input, or a combination of both 
aspects of the intervention that lead to its effectiveness in research.
I feel there are substantially more research questions facing psychologists in 
relation to the use of CCBT in Primary Care. Specifically, it would be 
important to gain a greater understanding of the appropriate use of CCBT. It 
may be beneficial to have a greater understanding of the aspects of CCBT 
that are most effective and the amount of facilitator contact required for 
optimal effectiveness. It would also be beneficial to know what client groups 
gain most benefit from CCBT packages over and above those suffering from 
mild to moderate anxiety and depression. That is, it may be interesting to 
investigate which cohorts of the population find CCBT beneficial. This may in 
turn improve efficiency of the provision of CCBT.
The dilemma for psychologists in Primary Care involves whether 
psychological services should recommend a treatment when the appropriate 
use of that intervention remains unclear. In discussing this dilemma it may be
12
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helpful to look at where CCBT currently positions itself in relation to CBT 
therapy.
CBT: The Technique
CCBT provides each client with consistent, exact explanations of the CBT 
model and its' techniques, including gradual exposure, problem-solving, 
setting targets, scheduling activities, challenging negative thoughts, and using 
cognitive rehearsal, (Hawton et al., 1999). CCBT consistently provides the 
client with the core techniques used in CBT that have a scientific evidence 
base to their effectiveness, (Beck, 1995). McKendree-Smith et al., (2003) 
suggest that purely therapist led CBT can lend itself to human error and 
forgotten techniques. In contrast, a computer package does not allow for 
human error or forgotten techniques.
This can be demonstrated in a clinical example given by my colleague who 
described one client who came to therapy on two separate occasions for 
symptoms of anxiety. The client met with two therapists and on both 
occasions was unsuccessful in alleviating the symptoms of anxiety. On using 
CCBT, the client was introduced to relaxation techniques, which they found 
most beneficial but had not been introduced to whilst in face-to-face therapy, 
(M. Toyer, personal correspondence, Nov. 2005). CCBT uses the core CBT 
techniques every time, and for the client mentioned above, this consistency 
had beneficial effects that therapist led intervention lacked.
Moreover, the CBT approach is largely self-help, (Hawton et al., 1999). This 
being the case, CCBT may be an ideal medium to provide CBT techniques to 
those with mild to moderate depression and anxiety in Primary Care.
CBT: The Therapeutic Alliance
CBT is not based solely on the delivery of skills and techniques during 
sessions. Much research suggests that the therapeutic alliance is a central 
predictor of therapy outcome, with an appropriate therapeutic alliance being 
related to a positive outcome irrespective of therapy type, (Hawton et al.,
13
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1999; NICE, 2004) Aspects of the therapeutic alliance such as genuineness, 
warmth, empathy, positive regard, flexibility in assessment and formulation, 
motivational techniques and the communication of hope have been lost with 
the arrival of CCBT, (Proudfoot, 2004). Hawton et al., (1999) go further to say 
that “the therapist should offer non-judgemental sympathy and concern about 
the patient’s problems and distress; this may provide enormous relief, 
especially if the patient has felt embarrassed, guilty, or hopeless, as is often 
the case,” (p. 15). Reflecting on my own experience using Beating the Blues 
for the purposes of this essay, I cannot acknowledge any feelings of relief, 
warmth or positive regard. The overpowering feeling from my experience was 
that of loneliness. However, having acknowledged this, I can also appreciate 
the comfort someone with social anxiety or social phobia may experience 
using CCBT. The use of CCBT may be a stepping-stone to accessing further 
stepped care mental health services, (Childress, 1998).
Effective and Efficient use of CCBT
CCBT may prove to be effective because of the consistent provision of CBT 
techniques or because of the therapeutic relationship built between facilitator 
and client. Alternatively, it may be a balance between the two areas of 
intervention. Essentially, in uncovering the effective aspects of CCBT as well 
as its most appropriate use, psychologists may have to seek out and produce 
new theory in view of ongoing research. Current theory on psychological 
intervention comes from research and intervention that has been face-to-face 
and may not be applicable to IT based interventions, (Childress, 1998). In 
order for psychologists to remain evidence based practitioners it is essential 
that they push the boundary from whether CCBT is effective to researching 
and providing evidence for what aspects of CCBT are effective for what clients 
and under what circumstances.
Primary Care psychological services carry the weight of mental health 
referrals and usually deliver Step Two interventions recommended by the 
NICE guidelines for depression and anxiety. In terms of better mental health 
care, cost effectiveness, and efficiency, psychologists require a clearer
14
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understanding of the use of CCBT, and be capable of providing an evidence 
base and theoretical explanation as to why they are offering CCBT to 
particular clients. It would be unethical and unprofessional of psychological 
services to continue to provide CCBT on an ‘ad hoc' basis, merely offering 
CCBT as an option to those with mild to moderate anxiety and depression 
who are willing to consent to treatment, (M. Toyer, personal correspondence, 
Nov., 2005).
Until further research can answer some of the dilemmas mentioned 
previously, psychologists ought to use CCBT in a way that ensures they, and 
others facilitating it abide by BPS Professional Practice guidelines. This will 
ensure psychologists are demonstrating best practice in Primary Care.
Current BPS Professional Practice Guidelines
When IT facilities such as CCBT first came into existence the BPS felt current 
Professional Practice guidelines issued by the Division of Clinical Psychology, 
(DCP) were sufficient to guide their use, (BPS, 2000). To this date, this has 
not been reviewed, (DCP, personal correspondence, Nov. 2005). I feel many 
of the guidelines provide ethical and professional dilemmas for psychologists. 
Some guidelines also leave CCBT packages looking inadequate as an ethical 
and professional intervention in mental ill health. In particular, guidelines on 
competence, personal conduct, obligation to the service user and service, and 
confidentiality raise concerns about the use of CCBT. It is also clear that 
CCBT brings with it a need for added guidelines in order to prevent further 
professional and ethical dilemmas in Primary Care. I will reflect research, my 
own opinion and anecdotal evidence in my discussion of the use of CCBT and 
dilemmas in relation to current Professional Practice guidelines as well as 
evidence supporting the necessity for new guidelines.
Professional Practice Guidelines: Competence
Psychologists have a duty to ensure their profession is not misrepresented by 
others, (BPS, 1995). The guidance on the use of computerised packages 
claims a wide range of healthcare employees could be used to facilitate CCBT
15
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sessions, (NICE, 2005). In much of the research conducted on CCBT 
packages, facilitators included a range of employees from administration staff 
to graduate mental health workers, (Proudfoot et al., 2003; Van den Berg et 
al., 2004). Many facilitators are not BPS members and do not have to abide 
by such rigorous Professional Practice guidelines.
Psychologists may need to take on a supervisory role with such facilitators to 
ensure that BPS ethical and professional guidelines are being followed. 
Otherwise, it may prove difficult to ensure appropriate and consistent CCBT 
support for clients. An example of this inconsistency might include the 
difference between a receptionist and a graduate mental health worker 
facilitating CCBT. Hypothetically speaking, the receptionist may see the 
meeting and greet clients as part of his or her role. A Graduate Mental Health 
worker may be more enthusiastic, seeing this as essential client experience. 
They may attempt to demonstrate more therapeutic skills in interacting with 
the client before and after the session, or even merely spend more time with 
the client.
The current guidance on CCBT clearly states that there is no form of 
standardised training for facilitators supporting the use of CCBT. The lack of 
guidelines may damage the integrity of the psychology profession and mean 
the role is being misrepresented by others, (BPS, 1995; Jacobs et al., 2001). 
Primary Care psychologists may need to provide guidelines in relation to 
suitable staff and training for CCBT facilitation. However, this will be aided 
through research into the optimal balance between need for technique and 
therapeutic relationship as discussed earlier.
16
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Professional Practice Guidelines: Personal Conduct
The BPS states that psychologists ought to be aware of the relationship 
between themselves and their clients, particularly in relation to power 
differentials. This guideline states that a failing to acknowledge such 
differences could lead to a misuse of power by the psychologist that may be 
harmful to the client, (BPS, 1995). I feel this has implications for the use of 
CCBT packages in Primary Care. As noted earlier, psychological services 
within Primary Care are inundated with referrals for intervention in mental ill 
health. It would be important that psychologists did not depend too heavily on 
CCBT as an intervention even under the weight of referrals. It seems 
plausible that a psychologist could inadvertently use their skills, knowledge 
and power as a clinician to recommend CCBT as an option merely because 
they do not have the time to treat the client themselves. The recommendation 
of CCBT may be done with good intent, but may not be the most suitable form 
of intervention for that client. The client, feeling less powerful in the 
relationship, may feel under obligation to try the package because they 
assume the psychologist knows what is best for their care. This may be of 
detriment to the clients well being, where another therapeutic intervention may 
have been more suitable early on, (Bower & Gilbody, 2005).
Proudfoot, (2004) argues that providing clients with a number of options in 
their treatment actually increases their power in the relationship between them 
and the professional. She argues that such options as CCBT increase the 
role of self-management and decreases stigma and embarrassment.
However, I would argue that BPS guidelines are valid in reminding 
psychologists of the emotional state of the client when seeking treatment, 
(BPS, 1995). Clients who seek treatment for mental ill health may be 
vulnerable to power differentials and agree to treatment suggestions made by 
a psychologist in the hope that it is an answer to their difficult feelings. 
Ethically and professionally it is important that psychologists use CCBT only 
when they feel it is going to be of particular use to a client, rather than as a
17
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tool to reduce waiting lists. Again, this will be facilitated by research into what 
aspects of CCBT are effective for particular clients.
Professional Practice Guidelines: Obligations to the Service User and 
the Service
Psychologists have a responsibility to provide services that are accessible and 
non-stigmatising, and pay particular attention to issues of diversity such as 
gender, disability, culture and so forth, (BPS, 1995). I feel there are a number 
of dilemmas facing psychologists in the use of CCBT packages; In particular 
CCBT is less successful in tackling issues of disability and diversity.
Disability
It was clear from my own use of CCBT that people who are hard of hearing 
would not be able to use the service, as the interactive voiceover section is 
not subtitled. Also, people with a learning disability may not be able to use the 
package due to the information content, abstract concepts, and use of 
language. There is also little time to process the new information. A large 
proportion of people who attend Primary Care for mental ill health are either 
learning disabled or hard of hearing, (DoH, 2003). CCBT also excludes 
people with co-morbid mental health difficulties and drug or alcohol 
dependency, (Proudfoot et al., 2003; Proudfoot et al., 2004). Equally, as 
indicated earlier, CCBT may provide an opening for those who are severely 
disabled by mental health difficulties such as social phobia, (NICE, 2002). 
Clients who feel unable to attend face-to-face therapy in order to deal with 
social phobia may be tempted to access psychological services through such 
packages as CCBT.
Diversity
FearFighter has a recommended reading age of 11 years. Beating the Blues 
does not recommend any particular reading age, (NICE, 2005). However, I 
argue clients must not only be able to read and write, but also have a good 
command of the English language in order to benefit from CCBT. This 
excludes a proportion of ethnic minority groups from using CCBT as well as
18
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those English speakers who have literacy difficulties. It is unfortunate that 
those who are excluded from using the packages, for example, those with 
disabilities and from minority ethnic groups are also those who are generally 
socially excluded, and may exacerbate feelings of isolation and related mental 
ill health, (Social Exclusion Unit, 2004).
Clinical psychologists must ensure that if CCBT is not suitable for such a large 
number of people who are attempting to accessing primary mental health 
care, that some other alternative intervention is available and accessible. It 
would seem unethical and unprofessional to place these people on lengthy 
waiting lists due to their disability or background.
Professional Practice Guidelines: Confidentiality
Finally, the issue of confidentiality is a concern highlighted frequently in the 
discussion of computerised packages. The BPS states that information must 
be disclosed to appropriate persons where the welfare of the client or 
someone else might be at risk. Moreover, confidentiality also covers issues 
such as the keeping of confidential records, (BPS, 1995). The BPS guidelines 
for Professional Practice acknowledge that it may be difficult to find 
resolutions to some issues of confidentiality. Generally, CCBT appears to 
retain some semblance of confidentiality in that all clients have their own user 
name and password for their sessions. Only the facilitator and healthcare 
professional responsible for the client see information pertaining to sessions, 
such as client problems, levels of anxiety and depression, and any suicidal 
concerns.
However, concerns have been highlighted about clients refusing to hand over 
the printed end of session summary to facilitators, (M. Toyer, personal 
correspondence, Nov., 2005). Issues such as suicidal thoughts and 
disclosure of health, safety or welfare concerns relating to the client or others 
would likely be some of the primary concerns for the facilitator in this scenario. 
Dilemmas are then faced regarding what the service does in order to be of 
assistance to this client. It is unclear whether staff can staff print out an extra
19
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copy of the information regarding the client and then act on this if there is 
concerning information. There is little guidance on this issue and it raises 
some serious questions about issues of confidentiality with what seems like no 
ideal resolution at present. Psychologists would need to consider their role in 
issuing guidance on crisis intervention as part of providing CCBT via 
psychological services.
It may be difficult to provide concrete guidance and policy on CCBT 
considering that the packages are used in such a wide variety of settings and 
services operate very differently. However, I feel CCBT raises some 
legitimate ethical and professional dilemmas in relation to current BPS 
Professional Practice guidelines, and at times CCBT appears to fall short of 
standards, particularly in relation to diversity and disability. Finally, guidance 
on areas such as, facilitation, training and crisis intervention ought to be a 
priority psychologists working in Primary Care.
Conclusion
Psychological services in Primary Care are inundated with referrals for 
therapeutic intervention but there are not enough trained therapists to meet 
this need, (Bower & Gilbody, 2005). Psychological services have begun to 
meet demands for psychological intervention by introducing computerised 
packages known as CCBT, (BPS, 2000). Two of these packages have been 
endorsed by NICE guidelines as an option in Step Two for the treatment of 
mild to moderate depression, (NICE, 2005).
Current research into CCBT is favourable in relation to its effectiveness, (for 
example, Proudfoot, 2004). However, due to the limited nature of the 
research, psychologists are still unclear as to what aspects of CCBT are 
pivotal to its effectiveness. CCBT provides pure CBT techniques, but lacks 
many aspects of the therapeutic alliance previously deemed necessary for 
successful intervention. CCBT usually provides some facilitator contact and 
psychologists are faced with the dilemma regarding how much facilitator 
contact is needed to gain optimal benefit from using CCBT.
20
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This creates an ethical and professional dilemma for the Primary Care 
psychologist. Primary Care provides the majority of care for those with mental 
ill health. This has to be done with efficiency and effectiveness in order to 
provide the best treatment to the maximum amount of people. Until 
psychologists study the reasons behind the effectiveness of CCBT, as well as 
the client group it is most effective in targeting, they cannot claim that it is an 
empirically validated treatment for use with mental illness. Neither can they 
claim CCBT is being used efficiently at present as it appears to be provided on 
an ‘ad hoc' basis to mild or moderately anxious or depressed clients who 
consent to the intervention, (M. Toyer, personal correspondence, Nov. 2005). 
Related to this, psychologists are also faced with dilemmas regarding whether 
CCBT should be used as pure self help, guided self help or as an adjunct to 
therapy, (Newman et al., 2003).
Whilst research is still being conducted, the most appropriate route for the 
psychologist to follow is to ensure CCBT is being used in a manner instructed 
by the BPS Professional Practice guidelines, (BPS, 1995). However, a closer 
look at Professional Practice guidelines indicates that using CCBT creates 
ethical and professional dilemmas for psychologists. CCBT also falls short of 
meeting some guideline criteria.
Psychologists need to ensure their profession is not being misrepresented by 
others facilitating CCBT. They should also be wary of their personal conduct, 
particularly in relation to issues of power differentials between them and their 
clients.
CCBT packages are being provided on an ‘ad hoc’ fashion, but equally, there 
are many people being discriminated against. CCBT requires individuals to 
have a good command of English and be reasonably well educated. People 
from ethnic minorities, people who are hard of hearing, learning disabled or 
have a co-morbid mental health problems are excluded from using CCBT, 
(Proudfoot et al., 2003; Proudfoot et al., 2004).
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Finally, issues of confidentiality highlight the need for guidelines in relation to 
CCBT crisis intervention. Further guidelines are also required regarding 
facilitation and training. However, it is acknowledged that strict guidelines 
would be difficult to issue considering the wide variety of settings in which 
CCBT can be used. It is also acknowledged that BPS guidelines regarding 
informed consent are also relevant to this discussion but are beyond the 
scope of this essay.
It would appear CCBT is here to stay; therefore, it is important that 
psychologists take a lead role in ensuring the packages are used in a manner 
that is ethical and professional and does not lead to questionable practice. 
This also includes their involvement in empirical, investigative research that 
would lead to CCBT meeting criteria as an effective and efficient psychological 
intervention in Primary Care.
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Professional Issues Essay -
Discuss with reference to literature and using examples some 
of the ethical issues supervisors face when working in multi­
cultural societies
January 2007 
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Introduction
Britain has increasingly become a multi-cultural society (Halsey & Patel, 
2003). In fact, some counselling courses in the United States are considering 
the possibility of placing their students in the United Kingdom in order to 
experience working in multi-cultural society (Alexander, Kruczek & Ponterotto, 
2005). In terms of this essay an individual’s culture includes such factors as 
race1, ethnicity2, age, language, country of origin, place of residence, 
acculturation, sexual orientation, gender, social, economic, and educational 
factors, religious or spiritual beliefs, physical abilities and occupation among 
others (Pedersen, 1990). It then follows that ‘multi-cultural societies’ are those 
in which the population is made up of people who identify with one or more of 
these cultural groups. However, it is important to remember that being a 
member of a particular cultural group does not always reflect an individual’s 
attitude, belief or personal identity (Peterson, 1991).
Why should psychologists consider multi-cultural issues? Myers (2002) stated 
that considering cultural aspects of a client can lead to increased client 
learning and well being. However, psychological services have struggled to 
meet the needs of a multi-cultural society both in terms of client need, as well 
as within their own workforce (Patel & Fatimilehin, 2005). The profession has 
been accused of focusing superficially on multi-cultural issues (Estrada, 
Wiggins Frame & Braun Williams, 2004). However it does have an ethical 
responsibility to meet the multi-cultural needs of the society in which it serves 
as well as that of its workforce (Division of Clinical Psychology, 1998; Stone, 
1998).
1 ‘Race’ assumes that people can be divided into distinct, fixed populations based on 
biological characteristics such as physical appearance (Fernando, 1991). The term has been 
largely discredited and is therefore, usually placed in inverted comas in social science 
literature. Today it is usually used to refer to differences in skin colour and often in a 
derogatory manner (Patel et al., 2000). In this essay, the term ‘race’ will only be used when 
referring to literature in which the term is used.
2 Ethnicity is characterised by a sense of belonging to a group that may have cultural or 
geographic similarities. There is a degree of choice regarding allegiance to ethnicity but 
usually relates to ones culture of origin (Fernando, 1991; Patel et al., 2000).
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Considering the breadth of multi-cultural society, how do psychologists ensure 
they are meeting people’s needs in a manner that is “culturally competent” 
(Halsey & Patel, 2003, p. 29)? It would be impossible to be versed in a 
person’s every cultural nuance (Ponterotto & Benesch, 1988, Morgan-Lang,
2005). Therefore, current thinking suggests that cultural competency lies in 
being open to multi-cultural issues rather than having specific knowledge of 
cultures. Pinderhuges (1995) states that to be culturally competent is to 
“respect and appreciate the values, beliefs, and practices of all clients, 
including those who are culturally different, and to perceive such individuals 
through their own cultural lens rather than that of the practitioner (p. 133).”
Supervisors have an integral role to play in helping trainees pursue cultural 
competence (Martinez & Holloway, 1998; Patel & Fatimilehin, 2005). 
Supervision is seen as one of the most important experiences for the trainee 
where they are expected to develop both personally and professionally as 
they establish skills to meet the needs of clients and the organisation they 
work for, as well as establish an identity as a clinician (Newman, 1981). The 
supervisor takes on the role of facilitating and evaluating such development 
(Stone, 1998). In terms of this essay, the term ‘supervisor’ refers to qualified 
clinical psychologists. The term ‘trainee’ refers to trainee clinical 
psychologists. However, it is acknowledged that the ethical issues discussed 
may be relevant to the wider healthcare workforce and beyond.
In this essay, I3 would like to include a brief review of the literature and 
discuss three ethical issues supervisors might face within multi-cultural 
society. First, the supervisory relationship is seen as an ideal environment for 
the trainee to develop cultural competency and awareness (Martinez & 
Holloway, 1998). This section considers the potential ethical issues for the 
supervisor in facilitating such interpersonal learning. Second, there is a
3 in this essay I will use the first person where appropriate to indicate personal reflections.
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debate at present regarding adherence to the traditional medical model4 of 
mental illness, versus more critical thinking which highlights the importance of 
multi-cultural variables in health and illness (Wallcraft & Michaelson, 2001). 
This section will consider the ethical issues for the supervisor in mediating for 
the trainee between these two very different ways of thinking about mental 
health and illness. Finally, I would like to consider in a brief section, the 
ethical issues supervisors now face in light of ongoing racism5 in multi-cultural 
Britain. How political should supervisors become in light of such human rights 
abuses? The role of the clinical psychologist is expanding from that of 
therapist toward more organisational responsibilities (Edeleanu, personal 
correspondence, November, 2005). Consequently a clinical psychologist’s 
role as supervisor includes educating trainees in some of these diverse roles.
I hope that the ethical issues discussed in this essay can begin to reflect some 
of the diverse roles a supervisor holds in multi-cultural society.
Literature Review
Literature in relation to the role of supervisor in multi-cultural society comes 
predominantly from the counselling profession in North America (Leong & 
Wagner, 1994). It largely focuses on discussing issues related to cross- 
cultural or multi-cultural supervision where the supervisor and trainee therapist 
are culturally different based on ‘race’ or ethnicity (Fukuyama, 1994; Leong & 
Wagner, 1994). However, I feel this may reflect more on the socio-political 
situation in the United States at that time. This literature may have focused 
rather narrowly in relation to culture; however it is used to inform clinical 
psychologists on ethical issues related to multi-cultural supervision (Patel et 
al., 2000).
4 The medical model focuses on “viewing psychological problems as diseases where 
symptoms and syndromes are identified and the illness within the individual treated,” (Patel et 
al., 2000, p. 96).
5 Racism is discrimination and prejudice against persons on the grounds of perceived ‘race’ 
(Patel et al., 2000). However, this essay acknowledges that people may also be discriminated 
against on the grounds of gender or sexual orientation, age, religious orientation and beyond.
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Theoretical Literature
Five major models have been proposed to inform supervisors on supervision 
within multi-cultural society including Bernard and Goodyear, (1992), Carney 
and Kahn, (1984), Gardner, (1980), Peterson, (1991) and Vasquez and 
McKinley, (1982). In the main, these models have included a description of 
developmental stages in which a trainee progresses from being multi-culturally 
naïve to culturally competent (Leong & Wagner, 1994). They highlighted the 
importance of the supervisor becoming a catalyst for the trainee’s exploration 
of ‘race’ and ethnicity both between themselves in the supervision dyad, and 
also between the trainee and client. Authors felt this may be necessary for an 
improved therapeutic relationship and ultimately client well being. Peterson 
(1991) went further to state that it is also a supervisor’s ethical responsibility to 
promote multi-cultural awareness within the institution they work, by 
encouraging diversity in staff and exploring racial tension. However, these 
models have not had any empirical validation and are based only on clinical 
experience (Leong & Wagner, 1994). It is also of note that basing literature 
solely on ‘race’ or ethnicity neglects the influence of other cultural factors.
Empirical Studies
Empirical studies have also tended to come from the counselling profession, 
North America and focus on visual racial dyads in the supervisory relationship 
(Cashwell, Looby & Housley, 1997; Constantine, 1998; Cook & Helms, 1988; 
Estrada et al., 2004). They tended to be qualitative in nature and focus on 
what factors trainees found beneficial in a multi-cultural supervision dyad. In 
the main, studies have found that regardless of cultural differences in the 
supervision dyad, trainees were usually satisfied with supervision if they felt 
liked and supported by their supervisor. Studies also noted that trainees 
wanted supervisors to discuss issues of cultural difference both between 
supervisor and trainee and between trainee and client. However, some 
studies found that supervisors do not think multi-cultural issues are important 
in the supervisory relationship (Constantine, 1998).
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Interestingly, even within empirical research on multi-cultural issues I found an 
emphasis on Western6 developmental models being the ‘norm’ to which 
people from other cultural backgrounds were compared. In Kleintjies & 
Swartz (1996) study of black trainees experiences of clinical psychology 
training and supervision in South Africa, the authors used models of white 
trainee experience in which to explain their participants’ development (model 
by Friedman & Kaslow, 1986). I felt that the developmental model being used 
did not adequately reflect the experiences being described by black trainees. 
An example of this was in Stage 1 of the model, which apparently reflects a 
trainee’s ‘excitement and anticipatory anxiety’. One participant stated, “I 
dreaded going to the clinic. Oh, now I’m going to meet those white families,” 
(Kleintjies & Swartz, 1996, p. 96). For me, this reflected more than excitement 
and anticipatory anxiety. However, the authors did not suggest the possibility 
of another model being more suitable to trainees from minority ethnic groups.
British Literature on Multi-Cultural Supervision
There is a dearth of research by British clinical psychologists into their role as 
supervisors in a multi-cultural society. However, there is some literature by 
clinical psychologists from minority ethnic groups related to their experiences 
of training and supervision (e.g., Patel & Fatimilehin, 2005; Adetimole, Afuape 
& Vara, 2005). A major theme highlighted was the importance of supervisors 
providing a safe and secure place for trainees to think about their own and 
others’ diversity issues in a multi-cultural society (Patel & Fatimilehin, 2005). 
Initiating such discussion has been seen to have positive effects of trainee 
satisfaction with supervision (Gatmon, Jackson, Koshkarian et al., 2001). 
Adetimole et al., (2005) however, stated that very few of their supervisors 
were able to reflect on issues of ‘race’ and diversity within the supervisory 
relationship or how this impacted on their work in Britain.
6 ‘Western,’ implying a dominant White majority and dominant culture by which others cultures 
are typically evaluated. The notion operates in such countries as South Africa, Australia, New 
Zealand, European countries and North America (Patel et al., 2000).
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Discussing Multi-Cultural Issues within the Supervisory Relationship
In an increasingly multi-cultural society, supervisors are being asked to take 
on the added role of facilitating a trainee's personal exploration of values, 
attitudes, and beliefs about their own and other cultures as a method of 
increasing cultural competence. It is thought that this form of exploration may 
help trainees understand how culture may impact on factors such as identity, 
health, illness and relationships (Cook, 1994; Estrada et.al., 2004; Peterson, 
1991). Martinez and Holloway (1998) suggest that the supervision 
relationship is an ideal arena for the development of such cultural expertise 
because it is thought to be a safe and individualised relationship. Patel and 
Fatimilehin (2005) also suggest that the intense and interpersonal nature of 
the supervision relationship may be conducive to such personal exploration by 
the trainee.
The Emotive Nature of Personal Exploration
However, today’s occupation with political correctness has lead to reduced 
opportunity to discuss cultural beliefs and attitudes and a general censorship 
of alternate points of view. Discussions about cultural beliefs can be emotive 
and include the possibility of conflict arising (Stone, 1998). Lee-Nelson et al.,
(2006) attended a workshop in the United States entitled ‘A Feminist 
Multicultural Perspective on Supervision’ in order to discuss how supervisors 
could tackle multi-cultural issues in supervision, and increase trainee 
awareness of their own cultural beliefs, attitudes, and vulnerabilities. 
Interestingly, all the women involved, sixteen in total, acknowledged 
reservations in talking about privilege, ‘race’ or culture, even within the 
workshop. It created feelings of anxiety and fear (Lee Nelson et al., 2006).
A Reflection on Northern Ireland
Reflecting further on the emotive nature of cultural discussion in supervision 
within multi-cultural society, I wonder whether such personal exploration could 
be had in a supervisory relationship in Northern Ireland for example? Take 
the example of a Protestant supervisor and Roman Catholic trainee dyad or 
vice versa. Even though a relative peace has fallen on the province, a
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pervading mistrust and in-group love versus out-group hate remains between 
the religious denominations (Cairns, December 2006, personal 
communication). Could a trainee or supervisor feel comfortable in discussing 
their cultural beliefs and attitudes when this may include some particularly 
negative attitudes about the identity of the other party in supervision? 
Certainly, the power imbalance and evaluating role of the supervisor would 
render this conversation very difficult for the trainee. Further, might either 
party feel a possible loss of identity in attempting to transcend religious 
differences? There may ethical dilemma here for the supervisor in a multi­
cultural society. Supervisors are being asked to facilitate exploration of 
culture for the trainee in order to meet standards of cultural competence. 
However they must also acknowledge how difficult this might be for a trainee 
where cultural discussion may be emotive and tension ridden and the trainee 
is being evaluated in parallel.
Conversely, does ignoring these unspoken, yet fundamental issues reduce the 
possibility for learning and ultimately, the well being of the client in Northern 
Ireland or elsewhere? Perhaps a trainee may find it difficult to learn skills from 
a supervisor whom in their personal life they might mistrust or even dislike. 
Therefore, such discussion of culture if done in delicate and skilled manner 
might prove useful in strengthening the supervisory relationship (Lee Nelson 
et al., 2006). Further, if the supervision relationship parallels the therapeutic 
relationship then surely it may be incumbent on the trainee to learn how to 
discuss such delicate issues with clients through the process of supervision 
(Cook, 1994; Estrada et al., 2004).
Supervisor Training in Cultural Competence
Lee-Nelson et al., (2006) in the discussion of their workshop experience noted 
that the fear and anxiety they felt about multi-cultural discussion highlighted 
the need for their own self-examination and self-exploration even though they 
were experienced clinicians. This brings about a further ethical issue for the 
supervisor in multi-cultural society. The assumption is that supervisors are 
culturally competent, aware of their own cultural identity, and therefore skilled
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in facilitating such learning and exploration for the trainee. However, the 
literature contradicts this assumption. First, the psychology profession is 
primarily made up of dominant culture7 psychologists in Britain (Adetimole et 
al., 2005). However, dominant cultures are least likely to be aware of their 
own cultural identity (Cook, 1994). Midgette and Meggert (1991) also draw 
attention to university departments providing trainees within education in multi­
cultural working, without establishing who would train existing supervisors in 
multi-cultural supervision. Furthermore, multi-cultural training workshops are 
the poorest attended workshops in the United Kingdom (Fleming & Daiches, 
2005). Finally, as noted above, many supervisors do not see multi-cultural 
discussion as important in the supervision relationship (Constantine, 1998). 
Therefore, how do supervisors respond to their new role as facilitators of 
cultural exploration in an ethical manner? One possibility may be to begin 
exploring their own cultural identity.
The Supervisor’s Cultural Identity
I would agree that perhaps those in the dominant culture may be least aware 
of their own cultural identity. Some time ago I read the book Brick Lane, (Ali, 
2003). The character, who was from Bangladesh, described how strange she 
found white women in London, in particular the clothes they wore. This 
observation by the character was my first insight into being perceived as a 
‘racial being’ or as different to others. This has had a profound affect on me 
both personally and professionally. It was only on reading this that I realised I 
might be evaluated by others, including clients through my racial appearance. 
Current thinking reflects the need for the dominant culture to begin to look at 
their own culture in order to understand how they as psychologists impact on 
therapy and a multicultural society as a whole (Peterson, 1991; Aponte & 
Johnson, 2000). Adetimole et al., (2005) go further to call for a 
‘deconstructing of whiteness’ (p. 13).
7 in Britain this would refer to ‘white’ psychologists, conferred by a statistical majority within 
the population (Patel et al., 2000)
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However, where does this deconstruction of one's own culture begin? One 
model being discussed is 'Space for GRRAACCES’ (Gender, Race, Religion, 
Age, Abilities, Culture, Class, Ethnicity and Sexual Orientation), (Divac & 
Heaphy, 2005). This includes trainees sharing experiences, attitudes and 
feelings about their own cultures and exploring interactions between cultures -  
constructing their own worlds. Also, exploring the notion that trainees are 
disadvantaged in some contexts and advantaged in others and therefore 
promoting an awareness of the different positions we occupy in different 
cultural roles. Although it is being used primarily within Systemic training, 
perhaps more of these models could be created in the clinical psychology 
profession for supervisors and other clinicians.
In today’s multicultural society, where people often wish to keep their own 
cultural identity and beliefs rather than assimilate into values of the dominant 
culture, the supervisor must consider the notion of approaching multi-cultural 
issues their trainees (Cashwell, Looby & Housley, 1997). However, as yet 
supervisors appear reluctant to reflect on multi-cultural issues and how this 
might affect supervisory and client relationships (Adetimole et al., 2005). This 
may be due to the emotive nature of such a discussion or supervisors feeling 
that they do not have the skills, training or enough awareness of their own 
cultural identity in order to initiate and facilitate such discussion. Estrada et 
al., (2004) feels that this leaves trainees ill prepared for the realities they face 
in serving diverse populations. Cook (1994) also reminds us that it is only 
upon examining the potential impact of cultural attitudes on the supervisory 
and client relationship that the supervisor and trainee can examine how their 
cultural attitudes affect their conceptualisation of clients.
Conceptualising the Client: Medical Model versus Critical Multi-Cultural 
Thinking
Arguments against the Medical Model
Clinical psychology, its theories and interventions originated in Western 
society and often utilises medical model concepts such as diagnosis, objective
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causes, explanations and cures in conceptualising mental health and illness 
(Patel & Fatimilehin, 2005; Waldegrave, 1998). Psychologists have been 
accused of “making an industry out of categorising...that which is different 
from the norm" (Daiches, 2005, p. 16). These conceptualisations of mental 
illness have been accused of being inflexible, limited and irrelevant to many 
people in a multi-cultural society (Patel & Fatimilehin, 2005). In fact, it is 
highlighted that social science, as known in Western society, is just one way 
of explaining human behaviour (Lopez, 1997; Waldegrave, 1998). However, 
because Western culture views itself as ‘dominant’, it is less likely to question 
the methods by which it works (Cook, 1994).
However, many non-Western cultures tend to view professional helping as 
uncomfortable (D’Andrea & Daniels, 1998). What comes more naturally to 
Western society is being judged as unnatural by other societies (Green, 
1998). It may come as natural for Western psychologists to ask a client what 
he or she ‘thinks’ about a given situation and expect them to have an 
individual opinion considering how much Western society values 
independence of thought and speech. However, a Samoan psychologist 
stated that to be asked what he thought as an individual was totally in conflict 
with his culture. He explained that to be asked what he thought would mean 
looking for answers from his grandparents and parents, which would then lead 
him to his answer (Waldegrave, 1998). This may feel alien to Western 
societal values. This behaviour might even be pathologised or misdiagnosed 
if cultural influences were not acknowledged (Withers, 2005).
Considering multi-cultural differences, it stands to reason that explanations of 
human behaviour are unlikely to be shared by both client and clinician (Lopez, 
1997). A medical model explanation or diagnosis may be of little value or may 
be entirely rejected. I have experienced this outright rejection of diagnosis 
more often than I expected throughout training thus far. Diagnoses of Autistic
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Spectrum Disorders8 (ASD; World Health Organisation, 1992) can have a 
devastating effect and many of the clients I work with, both from traditional 
Western and non-Western cultures do not feel it is helpful. Often people will 
state that in their country of origin there is no such concept. As one client 
explained “Autism is only some professional persons opinion, it is not like my 
child can have a blood test and we can be told, yes, this is autism...it's too 
subjective for us9.”
Finding a Balance in Meeting Multi-Cultural Need
Following from these examples, clinicians from Western traditions are now 
being called upon to reflect on their own theories and practices and not expect 
clients in a multi-cultural society to fit their norms (O’Reilly Byrne & Colgan 
McCarthy, 1998). Therefore, the ethical issue for supervisors appears to be 
twofold. Supervisors may feel it imperative to remain faithful to their 
professional body, empiricism and the medical model under which they work 
in the health profession. For example, the National Institute for Clinical 
Excellence (NICE) guidelines for psychological services all advocate 
psychologists using empirically validated approaches to distress (e.g., NICE 
guidelines for Depression, 2004). However, making psychological services 
accessible to a multi-cultural society means beginning to use creative and 
innovative methods that are far removed from scientific method and 
empiricism (Green, 1998; Wallcraft & Michaelson, 2001). Innovative methods 
that have been suggested in the literature vary from using alternatives to 
hospital such as self-help projects, changing terminology in mental illness and 
using self-assessment and self-management techniques (Wallcraft & 
Michaelson, 2001) to seeking help and advice from cultural experts and 
religious leaders (Bernal & Castro, 1994). How does the supervisor combine 
these two diverging concepts of mental health and illness for the trainee in
8 The International Classification of Diseases-10 (ICD-10) manual describes ASD as a group 
of disorders characterised by abnormalities in social interactions, communication and 
imagination. It is thought that ASD becomes manifest in the first five years of life and 
abnormalities are variable in nature and degree of pervasiveness (WHO, 1992).
9 Permission has been sought by the client to use this quote in the context of this essay.
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supervision? The trainee has to pass professional requirements of the 
course, whilst meeting the day-to-day needs of multi-cultural society where the 
values may be at odds with a heavily influencing medical model (Wallcraft & 
Michaelson, 2001).
Supervisors could help the trainee and client make sense of the clients 
experience and explore treatment strategies designed to suit the individual 
(Division of Clinical Psychology (DCP), 2000). Lopez (1997) suggests finding 
a balance between following a client’s own direction and validating their 
explanation of distress, as well as being open to incorporating the 
professional’s own theoretical framework at an appropriate time if necessary. 
However, finding a balance here between the client’s theoretical framework 
and the clinicians’ theoretical knowledge may prove difficult. Estrada et al., 
(2004) remind clinicians that taking the notion of multi-cultural issues too far 
misses the point of psychological help; that is to facilitate change. This will 
inevitably involve challenging assumptions and values even when they are 
culturally biased. I think this is an important point and supervision may be 
very useful in discussing the balance between using cultural interpretations of 
distress whilst facilitating change through challenging some of these 
assumptions in a manner that is respectful of cultural diversity. I think it is also 
important to remember that supervisors hold clinical responsibility for clients 
and therefore are accountable for any decisions made related to more 
alternative interpretations of distress as well as suitable therapies.
A Note on Power in the Supervisory Relationship
One final point regarding the supervisor’s ethical responsibility in managing 
the conflict between the medical model and the reality of multi-cultural 
diversity is whether the trainee feels empowered to discuss such issues. The 
trainee may feel constrained by the medical model but find in difficult to argue 
for more creative approaches for fear of negative evaluation. Alternatively, it 
may be the trainee who provides traditional medical model conceptualisations 
and the supervisor who suggests alternatives explanations. This may leave 
the trainee feeling overwhelmed (Porter, 1994). As in the previous section, it
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may be incumbent on the supervisor to facilitate such open discussion 
acknowledging that the trainee may have differing opinions about clients but 
may not feel empowered to discuss these.
Political Stances in Psychology?
‘Psychology against Racism’
The following section relates more to my own reflections after reading on the 
subject of ethical issues for supervisors in multi-cultural societies. It appears 
that psychologists are being asked to expand their roles particularly in relation 
to combating racism in multi-cultural society. Fleming and Daiches (2005) 
discuss their work in forming a group in North West England called 
‘Psychologists Against Racism’ (PAR), set up after the success of the British 
National Party (BNP), which they describe as an openly racist party. PAR felt 
that the success of the BNP posed a threat to, and increased pressure and 
stress on asylum seekers. They argue that psychologists have a duty to 
become involved in human rights issues and propose that PAR increase 
community awareness initiatives regarding diversity and input into clinical 
psychology training and departments. This article raised an ethical question 
for me. Specifically, how ‘political’ should supervisors, as psychologists, 
become in the face of ongoing racism and discrimination in this country? 
Patel and Fatimilehin (2005) advocate the notion that psychologists should 
become involved in community development and confronting racist aspects of 
the health service. Brown, Gone & Steen (2005) also feel that psychologists 
should commit themselves to more social action in the face of racism. I 
respect these arguments because combating racism is an issue of human 
rights, and therefore perhaps, everyone’s responsibility.
Professional Body Viewpoints on Racism
However, there is a debate around the role of psychology in work that may be 
regarded as political (Fleming & Daiches, 2005). The American Psychological 
Association (APA; 1990) and the BPS (DCP, 1998) outline their commitment 
to combating racism and identify a role for psychology in doing so. These
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professional bodies state that psychologists could make a stand against 
racism through cultural competence and outlining training curriculum for other 
professionals because of their knowledge of human behaviour and the 
psychological impact of racism. The language appears less forceful or 
‘political’ regarding the role of psychologists in social activism. Therefore, 
does the supervisor adhere to professional boundaries set by their governing 
body and make a stand against racism through training and imparting 
knowledge to other professionals? Or do they take the lead from such groups 
as PAR, which advocates moving beyond talking about customs, traditions 
and language toward community development and confronting racist aspects 
of services (Fleming & Daiches, 2005)?
Possible Supervisor Responsibilities
I feel psychologists are representing a professional body as much as 
themselves as individuals when they decide to make a public stance regarding 
any human rights issue. Therefore, this decision should be taken with care. 
Supervisors may wish to open up some of the following discussions with 
trainees in order to demonstrate this point. First, psychologists in their 
profession are asked to demonstrate empathy, genuineness, regard and a 
non-judgemental stance with clients (Rogers, 1961). When psychologists 
outwardly express opinions about political parties in social settings, potential 
clients may feel that they are not welcome in psychological services due to 
their involvement in particular groups such as the BNP. Moreover, clients may 
feel unable to discuss possible racist attitudes they may have for fear of 
rejection by the psychologist.
Alternatively, a supervisor may wish to discuss how best to balance 
requirements and advice from the BPS regarding a psychologist’s role in 
combating racism with the viewpoint of other psychologists who are more 
openly intolerant of racism (e.g., Fleming & Daiches, 2005). Perhaps it is time 
psychologists use their knowledge of human behaviour in alternative methods 
to make a stand against racism in multi-cultural society (Fleming & Daiches, 
2005).
40
Academic Dossier
These are merely my reflections regarding a debate becoming more 
widespread in psychology. However, to date I have not found any particular 
literature regarding suggestions for supervisors on such ethical issues in multi­
cultural society.
Conclusion
Cultural competency is seen as an essential part of clinical psychology 
training today (Martinez & Holloway, 1998). Ignoring cultural issues may 
result in trainees being ill prepared for the realities of multi-cultural Britain 
(Cook, 1997). What is clear from the literature on supervisors in multi-cultural 
society is that they have the responsibility for developing much of this cultural 
competence through the supervision process (Constantine, 1998; Patel & 
Fatimilehin, 2005). Critical in the development of cultural competence is 
personal exploration of beliefs and attitudes regarding a trainee's own and 
other cultures (Constantine, 1998). However, as this essay highlighted in the 
first section, facilitating discussion and personal exploration in the supervisory 
relationship may prove difficult. Ethical dilemmas include the emotive nature 
of such discussions and the possibility for conflict (Lee Nelson et al., 2006). 
Supervisors must also consider the difficulty for trainees in such personal 
exploration because of power differentials and the appraisal process within 
supervision. However, such personal exploration between the supervisor and 
the trainee may improve the nature of their relationship, and that of the trainee 
and client (Aponte & Johnson, 2000). A further ethical dilemma for the 
supervisor is the skill required for such discussions. Many supervisors have 
not had training in facilitating such exploration (Midgette & Meggert, 1991). 
Supervisors must also consider their own cultural identity before such 
discussions begin with trainees (Cook, 1994).
In multi-cultural Britain, there is an ongoing debate in mental health services 
between the traditional medical model and alternative models, which advocate 
multi-cultural issues in explaining and alleviating mental illness (Wallcraft & 
Michaelson, 2001). As it stands, many diverse cultures coming into services 
do not consider Western medical model views as helpful to them in
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understanding their distress (D’Andrea & Daniels, 1988; Waldegrave, 1998). 
Supervisors have a role in mediating between these two debates for the 
trainee. The supervisor has an ethical responsibility to respond to mental 
illness and distress with methods that are empirically validated and 
traditionally medical model, however they must also consider alternative 
methods in order to meet the realities of client need (Myers, 2002).
Finally, I considered the notion of racism in multi-cultural Britain. 
Psychologists are beginning to use their influence and knowledge of human 
behaviour to speak out against such human rights abuses (e.g., Fleming & 
Daiches, 2005; Patel & Fatimilehin, 2005). However, how public and political 
should a psychologist become in such instances? It may be useful for the 
supervisor to discuss such ethical issues with trainees. In particular, 
psychologists have an important role in meeting client need regardless of that 
client’s beliefs and values. Would potential clients feel less able to approach 
psychological services if they felt they might not be accepted? Finally, 
supervisors may wish to allow trainees space to think about their professional 
obligations to the BPS versus their wish to advocate against human rights 
abuses.
This essay highlighted for me varied role of the supervisor as a clinical 
psychologist and the importance of creating space of considering multi-cultural 
issues within supervision. I am also particularly interested in the notion of 
‘deconstructing whiteness’ as a method of learning to become more culturally 
competent (Adetimole et al., 2005). From my own experience of training, a 
difficulty in creating space for such discussion has less to do with differential 
power within the relationship and more to do with time limitations. However, I 
think that models such as Space for GRRAACCES may be valid and realistic 
options for deconstructing cultural identity and developing multi-cultural 
competence for both trainees and their supervisors (Divac & Heaphy, 2005).
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Introduction
Problem Based Learning (PBL) is a method of teaching where small groups 
are provided with a particular case or scenario. The groups then attempt to 
work toward increasing their knowledge and understanding through study and 
group discussion of the case or scenario, (Wood, 2003). Our PBL exercise 
was to create a presentation on the concept “Relationship to Change.”
In writing this reflective account for the PBL exercise, I10 will consider three 
aspects of the experience. First I will discuss and reflect on the process by 
which our PBL group came to present the “Relationship to Change.” Next I 
will reflect on this process with the benefit of hindsight. Finally, I will reflect on 
how the PBL exercise has informed my understanding of change on clinical 
training, my clinical practice and my relationship with my placement 
supervisor.
“Relationship to Change” -  Group Process
After initial apprehension about the ambiguity of the PBL exercise, by week 
two our PBL group had agreed on the aspect of the “Relationship to Change” 
we would create a presentation on. We chose to interview people from across 
the career span of clinical psychology on their experiences of change within 
their career. We also chose two models of change and considered their utility 
in explaining interviewees' experiences of change. The two models of change 
included the “Developmental Model,” (Hawkins & Shohet, 1989), and the 
“Transitional Cycle,” (Nicholson, 1990).
101 will use the first person in this reflective account to allow for clarity of expression.
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The Developmental Model
The Developmental Model attempts to explain the process by which trainee 
psychologists move through four stages within supervision, from states of 
dependence in Stage One through to personal autonomy in Stage Four, 
(Hawkins & Shohet, 1989). The four stages can be characterised by “where 
the centre of their [the trainees] focus and concern is located, (p. 52).” This 
moves from being self-centred to being focused on the process of work with 
clients.
The Transitional Cycle
The Transitional Cycle also asserts that people progress through experiences 
of change in four stages, however the model moves away from psychologists’ 
experiences only. It suggests that people prepare for change, encounter 
change, adjust to change and then stabilise to the change. It explains change 
as a cycle where movement through the stages is continuous. The 
Transitional Cycle claims that a persons experience in one stage has a 
powerful effect on the next stage. Finally, peoples’ experiences of change are 
dependent on whether the change is pro-active or reactive, (Nicholson, 1990).
Models versus “Real life”
The group processed the information received from interviewees and 
discussed the utility of the models in explaining interviewees’ experiences. It 
was clear that neither model fully explained interviewees’ experiences of 
change. This process of linking real-life information to theoretical models was 
a very practical reminder of the importance of not placing the needs of a 
service user to a particular model. Rather it would be important to use a 
model as a guide to help explain service user needs and possible intervention. 
This provoked my thinking on the challenges ahead in fulfilling the role of both 
scientist practitioner and of creative, reflective practitioner.
Presentation
By week five, our PBL group had decided on how to present the information 
we had collated. This was done in the form of a family game show. During
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the presentation we presented samples of interviewee statements relating to 
change and asked the audience to guess which interviewee made each 
statement. During advertisement breaks, the two models of change were 
presented. The presentation was humorous, which I feel reflected the 
relaxed nature of our group. However, although the presentation was 
enjoyable I feel humour may have obscured the content of the presentation. It 
would have been useful to gain feedback from service users in the audience. 
They may have felt we had not taken the exercise seriously. Alternatively, 
they may have felt that we were bringing our own personal style to the 
profession.
As noted above, it was week five before our group agreed on the layout of the 
presentation. This decision was made rather late and did not take into 
account some group members anxieties regarding the presentation. This 
could have caused some tension within the group had we not built a strong 
working relationship throughout the previous five weeks. This strong 
relationship allowed people to air their anxieties without fear of rejection by 
other group members.
Diversity
Our PBL group was particularly diverse in relation to age, experience and 
characteristics. As a result, each group member was able to offer something 
unique to the group process and presentation. Some group members were 
task-oriented and guided the group toward specified goals. Other group 
members took a more relaxed attitude toward the exercise. Both 
characteristics allowed for a balance of calm but task-focused productivity. 
Some group members were more comfortable with the ambiguity of the 
exercise, which allayed others discomfort with uncertainty. Some were 
familiar with the university and taught the group how to use resources 
effectively. Other members had Information Technology (IT) skills and good 
communication skills. This variety of experiences, knowledge and 
characteristics led to collaborative and effective teamwork because people 
could depend on each other for aspects of the presentation that they may
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otherwise have found challenging. It also allowed for more creativity within 
the presentation.
Reflection with Hindsight
Struggle with Ambiguity
During the PBL experience I struggled with the ambiguity of the exercise. I 
am comfortable working with structure and am very goal-oriented. I found the 
experience of discussing the abstract concept of “Relationship to Change” 
very challenging. At the time I felt I was not learning anything useful related to 
clinical psychology. Reading through my reflective journal, I had asked myself 
“What is the point to this exercise?”, “Is this what the NHS is spending money 
on?” and, “How would service users feel about us spending time on this 
exercise when we could spend more time learning about practical aspects of 
mental illness?” Reflecting on my own cultural background, I understand why 
I had such a negative reaction to the PBL exercise. Having been raised in a 
traditionally Anglican family, the culture has always been to work very hard, 
particularly in relation to practical, manual work. On reflection, I think I 
volunteered to be scribe in order to find familiarity in a practical role, which 
offset the discomfort of the ambiguous exercise.
Benefit of Group Process
From my perspective the process of the PBL exercise was an important 
learning experience. Moving from something abstract to a concrete 
presentation within a group of new colleagues meant that relationships and 
trust had to be built between team members. Working through the PBL 
exercise, I now have trust in our ability as a team to complete future PBL 
exercises. In the past I have struggled in teams because of my lack of trust in 
others to work to a high standard. Consequently, I have taken on too much 
responsibility for tasks and not allowed others to assist. This has been to my 
detriment. I have learned that in a team, an exercise is the responsibility of all 
group members and no single person bears sole responsibility. This was a 
big learning experience for me.
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Nevertheless, I recognise that not all teams are as cohesive and reliable as 
our PBL group. However, I feel I can use the learning experience of the PBL 
to work more effectively in future teams whom may not function as well. This 
might include helping teams see diversity as beneficial rather than as an 
obstacle to productivity. I could also introduce fun and humour in teamwork 
where appropriate.
Reflection on Placement
Ambiguity in Therapy
Learning about my intolerance and anxiety related to ambiguity has been a 
positive experience for me, particularly in relation to working with service 
users. My supervisor has highlighted the importance of tolerating ambiguity 
when working with service users of Community Mental Health Teams 
(CMHTs). Tolerating the ambiguity of the PBL exercise has been a practical 
method of teaching me how to tolerate ambiguity in various aspects of service 
user work. There can be ambiguity during assessment where challenges 
faced by the service user may be complex and unclear. There is also the 
ambiguity in relation to whether therapeutic intervention will be of benefit to 
the service user. The service user may also feel a sense of ambiguity, 
perhaps not knowing what to expect from the CMHT service or may be 
unclear why they were referred to a CMHT. Tolerating ambiguity during the 
PBL exercise has also increased my empathy for how service users may feel 
in this situation.
Therapeutic Relationship
My supervisor also discussed the importance of learning to build a therapeutic 
relationship with service users. My experience in the PBL has confirmed the 
importance of the therapeutic relationship. Due to the collaborative manner in 
which our PBL ran I felt able to use subsequent CDG meetings as a forum to 
discuss feelings of vulnerability and fear without risk of being rejected or 
disclosed outside the group. I can understand the importance of building a 
trusting relationship, which provides the service user with an opportunity to 
speak about difficulties openly without risk of rejection.
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The Developmental Model
Learning from the Developmental Model, (Hawkins & Shohet, 1989) has been 
useful in allaying anxiety about the level of dependence I have on my 
supervisor. I feel I am at Stage One, which describes trainees as anxious, 
lacking confidence about their status, lacking in insight but also highly 
motivated. The model claims that the two main causes of this anxiety are 
apprehension about being evaluated, and self-awareness. Personally, the 
apprehension of being evaluated has left me feeling deskilled and unsure of 
my own ability. Consequently, I have been particularly dependent on my 
supervisor. However, paying some attention to the Developmental Model, I 
am confident that I will become more autonomous and focused on the process 
of therapy as my skills improve.
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The Transitional Cycle
The Transitional Cycle, (Nicholson, 1990) was also useful in explaining my 
relationship to change, both personally and in my career. The Transition 
Cycle states that experiences in each stage have a powerful influence on the 
next. My preparation for clinical training was inadequate due to personal 
circumstances taking priority just prior to the course commencing. Practically 
and emotionally I struggled to encounter the course because my preparation 
was inadequate. However, because my choice to begin clinical training was 
pro-active rather than reactive, I have been able to come to terms with a 
difficult beginning and proceed more effectively through the cycle of change 
since then.
Conclusion
According to Wood, (2003) PBL exercises “use appropriate problems to 
increase knowledge and understanding...with the development of generic 
skills and attitudes, (p. 328).” I believe the content of our PBL exercise 
increased our knowledge of models of change and the process of our PBL 
exercise provided us with generic skills and attitudes.
In relation to my placement, learning from the models of change has 
decreased my anxiety about being dependent on my supervisor at this level of 
training. Also, the process of the PBL has left me more able to tolerate 
ambiguity in therapy and have a deeper understanding of the importance of 
the therapeutic relationship.
In relation to teamwork I have learned the importance of relying on and having 
trust in team members rather than taking sole responsibility for tasks myself. I 
also have a greater appreciation for diversity of opinions, skills, experiences 
and characteristics in group members. Before the PBL exercise, I generally 
favoured my own opinion and discredited other opinion hastily. I hope this will 
improve my team working on placement and in the future.
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In relation to university life I have gained more confidence speaking during 
class time. The PBL exercise also highlighted my lack of knowledge of the 
resources offered by the university that would aid my work. Finally, our CDG 
has an excellent working relationship, which I feel is a consequence of 
process of the PBL experience.
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Introduction
This process account will begin with a brief description of the scenario 
presented to our Problem Based Learning (PBL) group. I will then discuss 
the method by which we decided on and presented our material related to the 
scenario. However, the majority of this account will be based on two main 
themes including reflections on decision making within our group and, 
reflections on PBL as a learning tool. Both reflections will be discussed in 
terms of how it has facilitated both my personal and professional learning.
The Scenario
Twin girls, Sally and Sarah Stride were in short-term foster care. A court 
hearing was taking place to decide on suitable permanent accommodation. 
Their mother, Mrs Stride had a mild learning disability and their father, Mr 
Stride had attended a school for children with special educational needs. 
Neither parent could read or write English. Mrs Stride was also described as 
having difficulty using household appliances. The twins had witnessed 
violence between their parents. Mr and Mrs Stride had little support from 
respective families at the time and they lived in poverty. Social services were 
concerned about the welfare of the children and had provided the family with 
parenting classes and a family worker to aid Mrs Stride in house keeping. 
However, social services argued that this had not been successful and hence 
the children were placed on the child protection register for emotional abuse 
and neglect and taken into short term foster care. Both parents were 
described as desperate about the loss of their children and wanted them 
returned to their care. Mrs Stride was in contact with adult mental health 
services due to feelings of despair and depression. The children’s Guardian 
believed that Mr and Mrs Stride could learn to be ‘good enough’ parents to 
satisfy social services should appropriate strategies be put in place to aid 
them. However, the Local Authority believed that they were not capable of 
caring adequately for their children and wished to place the twins for adoption. 
The case was going to court in order to make a decision regarding the twins’ 
future.
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Setting the Scene...
Our PBL group was made up of five people in their second year of clinical 
psychology training. Immediately, our group acknowledged the ambiguity of 
the task, but more importantly the complex nature of the scenario. It 
encompassed issues related to child protection, learning disabilities, human 
rights and disability discrimination. In our first group meeting we decided that 
each of us would research an area of importance related to the scenario and 
present our findings to the group the following week. Having presented our 
findings in week two, we quickly made a decision about how we were going to 
present the scenario. We recalled that this decision was not made until much 
later last year, which lead to increased anxiety for some group members. We 
decided to present the scenario as a courtroom scene. Each ‘team’ included 
both a solicitor and a clinical psychologist. One side argued in favour of the 
children returning to their parents with appropriate input from social services. 
The other side argued for the Local Authority in favour of the children being 
placed for adoption. The scenes would be narrated and the ‘judge’ would 
make a final decision regarding the children’s future.
Decision Making: Some Reflections
Each week following our decision about the presentation style was made up of 
organising our arguments for and against the twins being placed for adoption. 
How did we come to a decision regarding the children’s future? Each of us 
had different opinions regarding what outcome was in the best interest of the 
twins based on our personal and professional experiences. Although we 
discussed our individual preferences within the group, our final decision was 
based on actual research findings of court decisions made for children with 
parents with a learning disability. In some cases, only ten percent of children 
were returned to live with their parents by the court (Booth, Booth & 
McConnell, 2005). Therefore, we chose to reflect this finding by having the 
Sally and Sarah Stride placed for adoption.
This decision suited me. I recall reminding the group that this was not an 
‘ideal world’ and that I would like our arguments to be ‘reality based’. I did not
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want us to argue for unrealistic input from social services if this would not 
happen in the real world. If the reality is that most children are removed from 
their parents, then I wanted our presentation to demonstrate reality, even if 
this didn't reflect ideal practice. My comments to the group definitely reflect the 
very practical side to my character. However, I wonder whether I or the group 
chose this decision in order to avoid or offset the possibility of conflict. Even 
though we acknowledged that we had different opinions about the outcome of 
the twin’s future, we avoided actually debating this outcome and coming to a 
firm conclusion as a group. Instead we chose, rather quickly, to allow our 
decision be made for us on the basis of research findings and avoid possible 
conflict.
Reflecting on the process of our decision making highlights both a personal 
and professional issue for me. First, my PBL group have stated that I am a 
very assertive person within the group. I would also see myself as being 
assertive. With this in mind I have always assumed that because I am an 
assertive person, I am more comfortable with situations of conflict. However, 
on reflection, perhaps being ‘reality based’, practical and basing decisions on 
research rules out the possibility of debate and possible conflict. Perhaps I 
am only assertive in situations where I know I am not likely to be faced with 
debate or conflict. This process of reflecting on our PBL has encouraged me 
to question some of my own characteristics and previously held assumptions 
about my own ability to face conflict and debate if necessary. I had previously 
assumed it was others in my PBL group who avoided this.
My second reflection about the process of our decision making on the future of 
the twins relates more to the workplace and particularly to how decisions are 
made within multi-disciplinary teams. How do multi-disciplinary teams, with 
such a diversity of experience make difficult decisions regarding client 
welfare? With a diverse range of professionals in a multi-disciplinary team, 
differences of opinion are bound to arise about the well-being of clients. 
Therefore, how do teams continue to work together effectively, considering the 
potential for a conflict in opinions? I think it is possible that teams avoid
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conflict by either handing over responsibility to one person, perhaps the 
psychiatrist or Responsible Medical Officer or by reverting to research findings 
as we did. Although it could be argued that adhering to research findings is 
abiding by evidence based practice, it may render obsolete the notion of 
professional debate and the promotion positive risk taking? Promoting safety 
and positive risk taking is one of the ten essential shared capabilities for 
mental health practice (Department of Health, 2004). If teams look externally 
for all decisions regarding their clients, this may mean that they avoid conflict, 
but also make 'safe' decisions which require little professional debate in 
weighing up the advantages and disadvantages of each possible decision. If 
research says that past behaviour is the best predictor of future behaviour, 
(Crick, 1996) then why debate the temporary release of à sex offender, or in 
this case, place children back with their parents who have in the past 
struggled with their care? This point makes me wonder about how some of 
the ten shared capabilities can be taken forward in practice, in particular 
positive risk taking. Is the avoidance of professional debate and positive risk 
taking some of what keeps a multi-disciplinary team together?
The PBL Approach: Some Reflections
PBL is a method of teaching whereby small groups are provided with a 
particular case or scenario. The groups attempt to work toward increasing 
their knowledge and understanding through study and group discussion of the 
case or scenario, (Wood, 2003). I felt that this years PBL scenario epitomised 
for me what a PBL was created to do in the definition above. I think that the 
process by which a group takes a scenario, studies issues related to the 
scenario, and discusses this within a group is very effective in broadening 
ones learning. Presenting an article to a group of people allows for discussion 
and a diverse range of conceptualisations about that one article. We learn to 
think more broadly about issues and discussion teaches us that our thoughts 
about a problem or scenario are not the only way of conceptualising it. In 
contrast, when writing an essay a person may try to be objective and critical 
about articles and research they have read, however the essay still remains 
one opinion regarding a subject area. Of course, essays are a useful learning
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tool. However, I feel that PBL exercises enrich a learning experience because 
groups are made up of people who discuss problems and solutions in different 
ways because of their different cultural backgrounds and experience.
This PBL, although primarily academic can help us as clinicians to think about 
how we conceptualise client problems. It reminds me of how important it can 
be to get opinions from other team members to help think more broadly about 
client difficulty. I feel this is tantamount in a multi-cultural society such as 
Britain where the medical model and white middle class value systems are 
dominant but beginning to be questioned more often by growing minority 
ethnic groups who require services from the health profession (Daiches, 2005; 
Waldegrave, 1998).
Finally, I feel that the sheer complexity of this PBL scenario reflects the reality 
of our experiences in child and learning disability services in the second year 
of training. When we were given the task we were overwhelmed by the 
amount of issues that could have been considered. We could have tried, and 
possibly failed, to cover all aspects of the scenario in our presentation. 
However, I think our training thus far has taught us that as clinicians we 
cannot tackle every aspect of client difficulties. Our PBL group were able to 
reflect on the importance of focusing on and agreeing realistic and 
manageable areas for both the clinician and the client to work on. I think that 
this experience from placement helped us to feel less overwhelmed by the 
PBL scenario and helped us to focus on a smaller area whilst managing the 
anxiety of not 'covering all bases'. I feel it is only now that we are in the 
second year of training we are beginning to have the confidence to use 
placement experience to aid academic work. The university and placement 
experiences feel as though they are beginning to compliment each other more 
often.
Conclusion
Writing this PBL reflective account has taught me about the process one goes 
through in training in very real terms. Looking back at my last PBL reflective
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account I noted that most of my writing was about my needs and I seemed, 
very inwardly focused. I feel this reflected my anxiety at the time, such as the 
stress of beginning the course and of being a very new therapist in training. I 
have noted that in this reflective account, and throughout the PBL process 
both myself and my colleagues have been able to think somewhat more about 
wider issues for clients and organisations. We appeared more confident 
about bringing placement experience to our PBL discussions. Our 
discussions related less to our own anxieties and more to client, client welfare 
and organisational issues. We were also able to have meaningful 
conversations about culture and diversity in relation to clients and healthcare 
workers in terms of multi-cultural Britain. In sum, we appeared to begin the 
process of moving from self-focused discussion to being more focused on the 
process of work with clients. This is similar to the Developmental Model of 
trainee psychologists as described by Hawkins & Shohet, 1989.
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Problem Based Learning Reflective Account 3 -  
Older People, Ethnicity and Culture
Year 3
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As I wrote this Problem Based Learning (PBL) reflective account, I felt as 
though I was jumping from topic to topic with no common theme throughout. 
Analysing the topics, I found that one theme seemed to link the issues I 
wanted to discuss. What came to mind was the notion of ‘change’. I noticed I 
was reflecting on areas where we as trainee clinical psychologists had 
developed but still remained relatively stable (change - stable), areas where 
we seemed to develop significantly (change -  developmental), and areas 
where change evolved in cycles depending on our stage of training (change - 
cycle). I would like to discuss ‘change’ whilst using examples from the current 
PBL exercise to bring this theme to life. However, before this, it is apt to give 
an outline of the current PBL exercise.
Scenario
The PBL exercise focused on a 72-year old man (Mr Khan) whose daughter 
contacted health services following her concerns that he was displaying 
memory loss, and was struggling to care for himself. Mr Khan was from 
Pakistan originally and had strong links to the Muslim community. However, 
he had been widowed recently and had lost contact with the Mosque he used 
to attend due to a fall out after his wife’s death. Mr Khan also experienced 
conflict with his daughter because she had married a European man.
Organising the Presentation
Prior to completing this PBL exercise, our group had recently come through a 
conflict situation which had created significant tension between members. I 
tentatively say we had “come through” the conflict because I think our 
experience of planning our PBL presentation was such that we did not seem 
prepared to spend a lot of time together. We rarely met to organise the 
presentation and our meetings were short and ‘to-the-point’. There was none 
of the joviality found in previous PBL exercises.
We agreed that our presentation would reflect a team meeting which had just 
received Mr Khan’s referral. It would be a spontaneous presentation which we 
felt would reflect our learning over the three years of training in a relaxed, yet 
professional manner. Each of us researched a specific referral related area
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such as memory loss, Muslim culture, older people services, and 
bereavement. The presentation received good feedback on the day however I 
think we were left with a sense that we had achieved an individual rather than 
group goal that day. There are numerous areas for reflection in terms of why 
we approached the task as we did. However, due to the scope of this 
account, I will focus on two hypotheses.
Lack of Leadership in the Group
It may have been that we felt unsafe working as a group so soon after the 
conflict experience, especially without a facilitator or leader to provide 
containment during meetings. Usually I would assume (in part) a leadership 
role within our group but I was unwilling to do so during the early stages of the 
PBL exercise. I feel that a lack of any facilitation or leadership meant that we 
avoided talking about group goals or objectives possibly due to fear of further 
disagreement. Without having an agreed group goal or objective, I felt our 
work was fragmented and individual, rather than shared as it had been in past 
PBL exercises.
This is similar to my experience of a team I worked in whilst on training. There 
was no manager and it seemed as though no team member was willing to 
take on a leadership role within the team. The team felt fragmented and 
people seemed to work individually with seemingly no shared agreement 
regarding outcomes, goals, or a sense of having a shared vision for the 
service. Multidisciplinary meetings felt as though they were a place for 
everyone to discuss what they were doing with their clients, rather that what 
the team could do for the client. My experience of both the PBL exercise and 
placement team highlights the need for leadership, which can be thought of as 
“the process of influencing others to understand and agree about what needs 
to be done, and how it can be done effectively, and the process of facilitating 
individual and collective efforts to accomplish the shared objectives” [italics 
not in original] (Yuki, 2002, p. 7). I think leadership and good management is 
essential, particularly in times of conflict when people feel vulnerable,
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principally because shared objectives can minimise the possibility of conflict 
situations, and maximise group cohesiveness.
Change - Cycle
My second hypothesis relates to the theme of ‘change’ I discussed in the 
introduction, specifically ‘change -  cycle’. The Developmental Model attempts 
to explain the process by which trainee psychologists’ move through four 
stages within supervision. It describes moving from states of ‘dependence’ in 
Stage One through to ‘personal autonomy’ in Stage Four, (Hawkins & Shohet, 
1989). The four stages can be characterised by “where the centre of their [the 
trainees] focus and concern is located, (p. 52).” This moves from being self- 
centred, to being focused on the process of work with clients. I feel this model 
may describe, in part, the process of our change from being self-centred to 
more externally-focused as we moved from our first to second year of training. 
In our first year our PBL group agreed we were self-centred, concerned 
primarily about how we were perceived by others (both clients and cohort). 
This altered in the second year as we became externally-focused, 
demonstrated through making many more group-based decisions.
At this stage in training, it may be that we are becoming ‘self-centred’ again as 
our final year comes to a busy end. At this stage in training, I am making 
more and more individual decisions, which will provide me with maximum 
happiness in my career and personal life. Decisions that affect the training 
group are fading into the background. Group work, such as the PBL exercise 
feels somewhat less important than it used to and this may be one reason why 
we were more individually focused.
I feel the Developmental Model may be more helpful if it allowed for 
movement back and forth through stages on a continuum, which might explain 
our experiences more accurately. It is likely that we would become more 
externally-focused again when in our first stable job and team working 
becomes a focus again.
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Individual Roles (‘Change -  Stable’)
I have noticed that in our PBL group, and in our cohort, the roles we assumed 
in our first year, taken on largely because of our own characters have 
generally remained stable. In our PBL group, two group members remain our 
diplomats, who are able to talk eloquently about very difficult situations. One 
member remains quiet and reflective, and one a calming influence on the 
group. I remain more outspoken and at times will make decisions and take 
risks where others may prefer not to.
During the latter half of preparing for the PBL presentation, I agreed to chair 
the team meeting. My role was to begin the meeting, anticipate difficult points 
throughout, and finally summarise our action plan. As I have been described 
as a confident member of the group, I accepted this role naturally. However, 
for some time, I have struggled with some of my character traits. Being 
someone who is confident, outspoken and often lacking in diplomacy can 
mean being unpopular at times. However, I have come to the conclusion, at 
the end of training that these traits remain relatively constant, just as my more 
diplomatic colleagues’ traits remain constant. The beauty of team working is 
that I can depend on people who have qualities I struggle with, and other team 
members can depend on me when necessary also. I feel I am now coming to 
terms with roles that come naturally to me such as decision making and 
leadership-type roles. I also feel these roles are integrally linked to being the 
eldest in my family, and someone who is looked on to take a lead in family 
affairs.
Living with Complexity (‘Change -  Developmental’)
Finally, I would like to discuss how I feel the most recent PBL exercise 
provides examples of our developmental growth, particularly in dealing with 
the complexity of our work.
Complex Formulations
In beginning our current PBL exercise, regardless of the underlying tensions 
within our group, I noticed our reluctance to automatically assume a diagnosis
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such as a dementing illness when discussing Mr Khan, even though this might 
have been an easy assumption. I noticed that we were more comfortable 
about venturing into a complex formulation of Mr Khans’ difficulties. We 
considered his bereavement (both at the loss of his wife and social contact at 
the Mosque), possible alternative reasons for lack of self care, as well as the 
ethical issues surrounding the case. I find these discussions refreshing and 
feel proud to belong to a profession that considers the complex social and 
personal impacts on human functioning.
Cultural Diversity and Power
Another area where we seem to have developed in terms of complexity is our 
growing comfort in discussing issues of culture, power, and difference. 
Discussions seem to have moved away from a ‘tick box’ exercise to those that 
feel eminently more meaningful. Inevitably I have talked at some stage during 
training about being “a white, middle-class, female”, and therefore feeling 
there was an “imbalance of power between myself and a client,” possibly 
without thinking about the complexities of power in relationships. However 
during our PBL exercise, I felt that our discussions had moved to a deeper 
level of understanding and complexity in terms of culture, power and diversity 
in relationships.
During our PBL I was able to share a personal experience where on my 
Learning Disability placement I worked with a very strict Muslim family for the 
first time. At the end of my work with them, I shook the clients’ mother’s hand, 
as I have been brought up to do. I then volunteered to shake the clients’ 
father’s hand and he naturally declined as his tradition would dictate. I had 
forgotten that he would not shake my hand as I was female. I left feeling 
embarrassed, offended, angry (with myself and him) and humiliated. Heron 
(2005) states that it is easy to assume that we (white, professional, middle- 
class and so on) have the upper-hand, but that we overlook the complexities 
in social relations and the way they are negotiated in actual social interactions. 
I agree. Through my experience I learned that my whiteness, my professional 
or middle-class status and my religion did not make me feel more powerful
73
Academic Dossier
than my client I felt the powerless person in the interaction because of my 
gender (regardless of the intent of the client, who later telephoned to 
apologise). I believe that these types of experiences and our education over 
the past three years have encouraged us to gain a more complex 
understanding of culture, diversity and power in our work.
Conclusion
Reading my first PBL reflective account, I was bemused by my irritation at 
having to complete a PBL exercise in our first year. I wrote “Is this what the 
NHS is spending money on?” feeling that extra placement time would have 
been a more useful learning experience. However, I can now see the benefits 
of using PBL exercises as a way of learning, not only from the content of the 
PBL exercise, but also in being able to parallel the experience with clinical 
work, teamwork and our personal lives. What I learned from reflecting on the 
current PBL exercise is that over the past three years certain aspects of 
ourselves remain relative stable, although we perhaps have a deeper 
understanding of how our own character influences the roles we take at work. 
Other aspects of ourselves have developed, such as our ability to be more 
comfortable with the complexity of our work. Yet other aspects of us move on 
a continuum such as moving from being self-centred, to group centred and 
back to self-centred depending on our developmental stage.
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Summary of Case Discussion Group Process Account I
September 2006
Year 1
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Our Case Discussion Group (CDG) was made up of seven members and a 
facilitator. We met fortnightly to discuss and reflect on a variety of aspects of 
our training, and clinical psychology as a profession. The first CDG Process 
Account was divided into three main areas including Group Process, my own 
contributions to the CDG and the role of the CDG in my personal and 
professional learning
Group Process
Our group cohesiveness was understood in terms of Social Independence 
Theory (Johnson & Johnson, 1998). I felt out group worked together co­
operatively which created positive relationships, a high effort to achieve, and 
psychological health. However, the ability to cope with adversity was 
questioned because certain issues that may have caused conflict were 
avoided.
Personal Role and Contributions to the CDG
Personal difficulties which arose in the first year were discussed in the CDG in 
terms of how they affected my clinical work. Feelings of vulnerability were 
considered after this ‘disclosure of weakness'. This seemed to open the door 
for general discussion about work/life balance, and the impact of our personal 
lives on clinical work.
Personal and Professional Development
The group was discussed in terms of its mirroring of multi-disciplinary team 
dynamics in the NHS with specific themes considered including group 
conformity and group conflict. The diversity of the group was noted and how 
this challenged some of my own stereotypes. I also commented on my 
struggle with ‘reflection’ rather than 'doing' work. This was understood in 
terms of my own upbringing.
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Summary of Case Discussion Group Process Account I
July 2007
Year 2
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In the second year, our Case Discussion Group (CDG) was made up of six 
members and a facilitator. The second year CDG process account focused 
on the differences between the first and second year experiences in terms of 
our move from the ‘personal’ to the 'professional', and the experience of 
conflict within the group.
Moving from the Personal to the Professional
Reflections were made about the differences in CDG content between first 
and second year. It felt as though we moved from the question "How will we 
become a clinical psychologist?" to "What kind of clinical psychologist would 
we like to become?" The CDG was also used as an objective base from 
which to reflect on team dynamics we experienced on placement. The 
experience of development was compared to the Developmental Model of 
trainee supervision (Hawkins & Shohet, 1989).
Conflict Experience
A lack of cohesion had developed throughout the second year CDG. 
Difficulties in dealing with conflict in a group setting were discussed. Specific 
themes were reflected on. These included personal contributions to group 
conflict, parallels with multi-disciplinary team (MDT) conflict, and how MDT 
conflict may have a detrimental effect on client work. It was felt that even 
though the conflict experience was particularly difficult, it created a learning 
experience and helped the group develop skills that may be useful to them in 
different settings.
Difficulties in writing CDQ process accounts in a meaningful way whilst 
preserving anonymity was discussed, however overall the opportunity to 
reflect on group process was considered favourable.
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Clinical Dossier 
Summary of Clinical Placement Experience
Adult Mental Health Placement
Setting: A Community Mental Health Team (CMHT); Inpatient Unit, Day 
Treatment Centre, and Primary Care Mental Health Service, Surrey and 
Borders Partnership NHS Trust.
Dates: November 2005 -  September 2006.
Clinical Experience:
The AMH placement comprised of 11 months working at the CMHT, and six 
months each with the PCMHS, the in-patient combining community, GP 
surgery-based, in-patient and day-hospital work. Clinical work was formulated 
and carried out within cognitive-behavioural, psychodynamic, and integrative 
frameworks. Clients were from 1 8 - 6 5  years and the majority were of white 
British Origin.
The work included assessments for individual and group therapy, 
neuropsychological assessment, brief or longer term psychological 
interventions and co-facilitation of two groups including a CBT group on an 
inpatient ward for ‘Dealing with stress’, and a ‘Living well’ CBT group for 
Chronic Fatigue and Chronic Pain Syndrome in a community setting (Horizon 
Centre). I also presented my Service Related Research Project to a 
psychology group and at the Day Treatment Centre, Farnham Road Hospital.
I attended MDT and psychology meetings, inpatient ward reviews, and 
inpatient and outpatient CPA reviews. I also visited/liaised with other 
professionals and services including GP’s, Psychiatrists, Psychotherapists, 
Community Psychiatric Nurses, Social Workers, an Eating Disorder Service, 
the mental health charity ‘Rethink’, the Interim Director of Psychological 
Services, ACORN Drug and Alcohol Services, Forensic Services, Counselling 
& Palliative Care, a Clinical Neuropsychologist, the Youth Counselling
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Service, Family Therapy Service and finally I spent two nursing shifts on the 
inpatient ward (women’s service).
Presenting Problems Assessment Tools Used
• Depression (including post-natal)
• Obsessive Compulsive Disorder
• Social Anxiety
• Health Anxiety
• Psychosis
e Head Injury
• Deliberate Self-Harm
• Alcoholism
• Sleep Problems
• Anxiety related to specific issues
(car journeys and somatic 
problem)
• Chronic Pain Syndrome
e Chronic Fatigue Syndrome
• Seasonal Affective Disorder
• Bipolar Disorder
e Borderline Personality Disorder
• Clinical Outcomes for Routine 
Evaluation
• Beck Depression Inventory
• Beck Anxiety Inventory
• Wechsler Adult Intelligence Scale- 
Ill
• Wechsler Memory Scale III
• Wechsler Test of Adult Reading
• Asperger’s Interview
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Child, Adolescent and Family Placement
Setting: Children and Adolescent Mental Health Service (CAMHS); Specialist 
Children Centre, for young people with Developmental Disabilities, South 
West London and St. Georges Mental Health Trust.
Dates: October 2006 -  March 2007
Clinical Experience:
The CAP placement consisted of six months working between CAMHS and 
the Children Centre. The placement comprised of community and day 
hospital work. Clinical work was formulated and carried out using cognitive- 
behavioural, systemic, and integrative approaches. Clients were from a broad 
range of ethnic and cultural backgrounds. Clients were aged between 3 and 
17, but a large majority of the work was also carried out with clients’ parents 
and siblings.
The work included assessments for individual and family therapy, brief and 
longer term individual and family psychological intervention, involvement in the 
social communication assessment clinics, play assessments, 
neuropsychological assessments and school observations.
I also attended MDT and psychology meetings and visited/liaised with other 
professionals and services including Psychiatrists, Family Therapists, Speech 
and Language Therapists, Play Therapists, Substance Misuse Nurse 
Specialist, the Deaf Psychology Service, the police, Art Psychotherapist, 
.Consultant Paediatrician, school teachers,
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Presenting Problems Assessment Tools Used
• Autistic Spectrum Disorders 
(ASD)
• Parental adjustment to children's 
diagnoses of ASD
• Wechsler Intelligence Scale for 
Children
• School refusal • Wechsler Preschool and Primary 
Scale of Intelligence
• Family relationship difficulties • WORD
• Child protection issues (physical 
and sexual abuse)
• WAND
• Attention Deficit Hyperactivity 
Disorder
• Bullying
• Diagnostic Interview for Social 
Communication Disorders 
(observed)
• Body Image Difficulties
• Sleep difficulties
• PTSD
• Behavioural Difficulties
• Bereavement
• Motor tics
• Binge Eating
84
Clinical Dossier
People with Learning Disabilities Placement
Setting: Joint Community Learning Disability Team (JCLDT), Surrey and 
Borders Partnership NHS Trust.
Dates: April 2007 -  September 2007
Clinical Experience:
The PLD placement consisted of six months working at the JCLDT and 
comprised of community, care home and day centre experience with people 
who had mild to profound LD's. Clinical work was formulated and carried out 
using cognitive-behavioural and behavioural approaches adapted for people 
with LD. Clients were from a broad range of cultural backgrounds, and were 
aged between 18 and 65 years.
The work included assessments for individual therapy, long term individual 
psychological intervention, neuropsychological assessments, autism 
assessment and risk assessment. I co-facilitated a CBT group for anxiety and 
evaluated a women’s group using ‘Talking Mats’ with another trainee. Finally, 
I also co-facilitated a training day on ‘Engaging people who have a Learning 
Disability’ with a staff group at Geoffrey Harris House.
I attended MDT and psychology meetings and referral meetings for 
Challenging Behaviour team, Mental Health team and Health Access Team. I 
visited/liaised with other professionals and services including Psychiatrists, 
Nurses and Health Care Assistants, Speech and Language Therapists, Case 
Workers, staff at a specialist day care centre for people from a Muslim 
background, a Young Carers Support Group, a Learning Disability Advocacy 
Service, Independent Living Officers, Social Workers, and Art and Music 
Therapists.
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Presenting Problems Assessment Tools Used
• Depression • Wechsler Adult Intelligence Scale 
- I I I
# Anxiety • Vineland Adaptive Behav. Scales - 
Maladaptive Behaviour Domain
# Autism e Hampshire Assessment for Living 
with Others - short form
• Physical Disabilities • Life Events Checklist
e Asperger Syndrome * British Picture Vocabulary Scale
• Paedophilia # Adapted Hospital Anxiety 
Depression Scale
# Transvestism Fetishism • Adapted Effect on Life Inventory
e Challenging Behaviour • Adapted Physical Symptoms 
Inventory
• Cerebral Palsy * Q’aire on attitudes consistent with 
sex offences
* Memory Loss e DEX questionnaire from
Behavioural Assessment of the 
Dysexecutive Syndrome
• Executive Functioning Difficulties # Executive Functioning
Assessments inc. Orientation, 
Drawing, Writing, Alternate Hand 
Movements, Tapping and 
Cognitive Estimation Tasks
e Deafness/Blindness/Being unable 
to speak
• Weigl Colour Form Sorting Test
• Static-99 Sexual Risk Assessment
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Older Adult Placement
Setting: Community Mental Health Team (CMHT) for Older Adults, Surrey and 
Borders Partnership NHS Trust.
Dates: October 2007 -  March 2008
Clinical Experience:
The Older Adult placement consisted of six months working in a CMHT with 
people aged over 65 years. The majority of work was carried out in the 
client’s home or in older people's nursing or residential homes. Clinical work 
was formulated and carried out using cognitive-behavioural, schema focused 
and integrative approaches. Clients were predominantly from a white British 
background.
The work included assessments for individual therapy, brief and longer term 
individual psychological intervention, dementia assessments, consultation to 
Community Psychiatric Nurses. I also co-facilitated a presentation on 
Alzheimer’s disease to a carers group at the Alzheimer’s Society.
I attended MDT meetings and visited/liaised with other professionals and 
services including Psychiatrists, Community Psychiatric Nurses, Occupational 
Therapists, Nursing and care staff at nursing homes, the Alzheimer’s Society 
Carers Group, the respite for carers charity ‘Cross Roads’, Residential 
Homes, the Associate Director of Service Development, a day centre for 
people with dementia The Byrd’, a National Services Framework 7 ’ service 
development group, and Age Concern.
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Presenting Problems Assessment Tools Used
• Bereavement • Wechsler Test of Adult Reading
• Complex Grief Reaction • Repeatable Battery for the 
Assessment of Neuropsychological 
Status
• Anxiety • Hospital Anxiety and Depression 
Scale
• Depression • Beck Depression Inventory
• Memory Loss/Dementia • Geriatric Depression Scale
• Difficulties in adjusting to
nursing home/physical disability
* Beck Anxiety Inventory
• Fear of falling • Falls Efficacy Scale
• Adjustment to chronic illness • Hayling Test
• Post Traumatic Stress Disorder • Trail Making Test
• Behaviour that challenged in a 
Nursing home
• Stroop
• Wechsler Adult Intelligence Scale -  
III (certain tasks only)
• State Trait Anxiety Inventory
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Case Report Summaries
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Summary of Adult Mental Health Case Report I -
An extended assessment with a lady in her lâte fifties presenting with a
first episode of psychosis
May 2006
Year 1
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Reason for Referral/Presenting Problem
Jennifer was a Black African lady, admitted to an acute psychiatric hospital 
whilst experiencing persecutory delusions and hallucinations. She was 
referred for a neuropsychological assessment to clarify a diagnosis as there 
were concerns her difficulties may be neurological in nature.
Assessment/Initial Formulation
The extended assessment included clinical interview with Jennifer, interviews 
with staff and family, and case note review. Initial thoughts were that Jennifer 
was perhaps suffering from late onset schizophrenia spectrum disorder 
(LOSD) or early onset dementia (EOD). It was decided that 
neuropsychological assessment including the WTAR11, WAIS-III12 and WMS- 
III13 would be helpful in aiding a diagnosis.
Intervention/Extended Assessment
Jennifer’s tests results indicated her current functioning was in the low- 
average to borderline ranges which was not consistent with her education and 
employment history. Although this raised concerns about the possibility of a 
decline in functioning, overall it was not possible to conclude that Jennifer had 
EOD.
Outcome/Reformulation
It was concluded that the diagnosis which best fir the outcome of the extended 
assessment was LOSD explained through a ‘Stress-Vulnerability Model’14. 
This considered the interaction between vulnerability and stress factors in 
Jennifer’s life which may have predisposed her to ‘anomalous experiences’. 
Recommendations were made including a repeat neuropsychological 
assessment.
11 Wechsler Test of Adult Reading (Wechsler, 2001)
12 Wechsler Adult Intelligence Scale-Ill (Wechsler, 1997a)
13 Wechsler Memory Scale-Ill (Wechsler, 1997b)
14 Freeman, Garety and Kuipers etal., (2002)
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Critical Evaluation
Difficulties in the assessment were considered including cultural differences in 
beliefs about mental illness, the impact of a diagnosis of EOD, Jennifer’s 
identity as a Nurse of over 30 years, and finally reflections were made on the 
utility of diagnostic frameworks.
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Summary of Adult Mental Health Case Report II -
Cognitive Behaviourai Therapy with a 36-year old man presenting with
Social Anxiety
September 2006 
Year 1
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Reason for Referral/Presenting Problem
Robin, a white British man was referred to the Community Mental Health 
Team with low mood and anxiety. Robin described feeling anxious in social 
situations leading to reduced social interaction which he felt was detrimental to 
him and his family.
Assessment/Initial Formulation
Robin scored in the ‘moderate to severe’ range on the BDI15 and BAI-6. He 
described cognitive, emotional and behavioural symptoms consistent with 
social anxiety (SA). These were initially understood through a cognitive model
of SA17.
Intervention
The intervention utilised short-term cognitive therapy techniques. .This 
included orientation to the cognitive-behavioural approach, establishing and 
disconfirming negative automatic thoughts (NATs), identifying and reducing 
safety behaviours, goal setting and problem solving. Further into the 
intervention Robin revealed difficulties with low self-esteem. Similar cognitive 
techniques such as establishing and disconfirming NATs were followed.
Outcome/Reformulation
Robins BAI and BDI scores reduced to minimal anxiety, and no features of 
depression. He felt his relationship with his wife, his sense of identity, and self 
esteem had all improved. He also noted an “anfz-d/max” when he realised 
that in social situations, others were not evaluating him negatively but just 
“getting on with their own lives.” The formulation remained however it was felt 
that Robin’s social anxiety may have occurred due to negative self beliefs 
consistent with low self esteem. This was added to the formulation using a 
cognitive model of low self-esteem18.
15 Beck Depression Inventory (Beck & Steer, 1988)
16 Beck Anxiety Inventory (Beck, Epstein & Brown et al., 1988).
17 Clark and Wells (1995).
18 Fennell (1997).
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Critical Evaluation
The critical evaluation highlighted the utility of the cognitive models and 
psychodynamic thinking in therapy.
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Summary of Child, Adolescent and Family Case Report -
An integrative approach to managing the behavioural difficulties of a six- 
year old boy who had a diagnosis of Asperger Syndrome
April 2007 
Year 2
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Reason for Referral/Presenting Problem
Eddie was a six-year old white British boy whose family were referred to the 
Children with Disability Service due to difficulties in managing his behaviour. 
Eddie had a diagnosis of Asperger Syndrome (AS) and had recently finished 
treatment for Acute Lymphoblastic Leukaemia (ALL). Eddie’s behaviour 
included aggression toward his family, difficulties around meal time and 
getting ready for school, difficult peer relationships.
Assessment/Initial Formulation
Assessment was completed through interview with Eddie and his family, 
Antecedent Behaviour and Consequence charts of particular behaviours, and 
subjective ratings of difficult situations. Eddie’s challenging behaviour was 
initially formulated through behaviour theory19 with additional information on 
how Eddie may be pre-disposed to some challenging behaviour due to AS 
e.g., difficulties in social interaction, difficulties understanding verbal 
direction20.
Intervention
Intervention was based on behavioural and cognitive principals21 including 
psycho-education about AS, encouraging realistic expectations, and teaching 
new behaviour strategies including those which were AS specific. I also met 
with Eddie’s sister on two occasions in a supportive role.
Outcome/Reformulation
Although psycho-education and behavioural strategies were deemed useful by 
Eddie’s parents, it felt as though they continued to struggle in their relationship 
with him. I used a systemic approach22 in the reformulation to consider with
19 Skinner (1953).
20 Abbeduto, Seltzer & Shattuck et al., (2004).
21 Wolpert, Elsworth & Doe (2004).
22 Johnstone and Dallos (2006).
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the family their relationship with each other, the health care system and their 
wider family circle. We also discussed their adjustment to another diagnosis 
and how this made them feel.
Critical Evaluation
First and second order cybernetics23 were discussed in helping bring about 
‘change’.
23 Bateson (1979).
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Summary of People with Learning Disabilities Case Report -
Cognitive Behaviour Therapy with a 33 year old man with a mild learning 
disability suffering from anxiety and depression due to intrusive sexual
thoughts
September 2007 
Year 2
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Reason for Referral/Presenting Problem
Michael, a white British man was referred to the Community Team for People 
with Learning Disabilities due to depression. At referral he had a number of 
diagnoses24. Michael said he had frequent thoughts about harming and/or 
having a sexual relationship with pre-pubescent girls. He insisted these 
thought were unwanted and he had not acted on them.
Assessment/Initial Formulation
Assessment consisted of interviews with Michael, staff at his home, family, 
and previous therapists. Adapted psychometric tests were administered 
including the HADS25 and risk assessments. Michael scored 24 on the HADS 
indicating significant feelings of depression and anxiety. His anxiety and 
depression were initially understood using a generic cognitive-behaviour 
model26.
Intervention
Therapy included psychoeducation about cognitive-behaviour therapy, 
isolating negative automatic thoughts (NATs), feelings and behaviours, and 
generating alternative NATs. Throughout therapy it became clear that many 
of Michaels' NATs related to poor self-image and therefore this was also 
focused on during the intervention.
Outcome/Reformulation
Michael’s score on the HADS did not differ when therapy ended. Therefore, 
he continued in therapy with my supervisor. However, Michael was able to 
challenge his NATs more effectively. We also finished therapy by making a 
booklet for him to read and remind himself of his work. The cognitive model of 
depression27 was used to reformulate Michael’s difficulties.
24 Mild learning disability, recurrent Depressive Disorder, possible Pervasive Developmental 
Disorder, Fetishistic Transvestism, and Paedophilia.
25 Hospital Anxiety and Depression Scale (Zigmond & Snaith, 1983).
26 Padesky & Mooney (1990).
27 Beck (1976).
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Critical Evaluation
The critical evaluation considered Michael’s diagnoses, his self image, his 
relationship with his family, and risk issues.
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Summary of Older People Case Report -
A 74-year old lady with mixed anxiety and depression as symptoms of a 
complex grief reaction: Cognitive Behaviour Therapy and the therapeutic
relationship as vehicles to change
April 2008 
Year 3
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Reason for Referral/Presenting Problem
Mrs Manning, a white British woman was referred to the Community Mental 
Health Team for Older Adults. She had a history of anxiety and panic which 
were exacerbated by the loss of two very close family members in traumatic 
circumstances.
Assessment/Initial Formulation
Assessment included interview with Mrs Manning and administration of the 
BAI28 and BDI29. These indicated moderate to severe anxiety and depression. 
Mrs Manning felt she related most to explanations of a ‘complex grief 
reaction'. We used a cognitive behavioural formulation30 to understand her 
difficulties which included additional issues relevant to older people including 
cohort beliefs, role investments, intergenerational linkages and the socio­
cultural contexts.
Intervention
I felt we had to be realistic about the time frame we had for therapy. We 
therefore created attainable goals including challenges to negative cognitions, 
behaviour reactivation, supporting her return to old roles, and increasing social 
support. Mrs Manning and I had a positive therapeutic relationship and 
counter-transference was used as a therapeutic tool also.
Outcome/Reformulation
Mrs Manning said she felt the therapeutic relationship had been helpful. She 
also felt less anxious and lonely, and had found a new role within her family. 
Mrs Manning’s cognitive-behaviour formulation of anxiety and depression 
remained a helpful tool in understanding her complex grief, particularly as she 
wished to remain within the ‘here and now' rather than discuss her past.
Critical Evaluation
28 Beck Anxiety Inventory (Beck, Epstein & Brown etal., 1988).
29 Beck Depression Inventory (Beck & Steer, 1988)
30 Laidlaw, Thompson & Dick-Siskin et al., (2003).
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The critical evaluation considered how overwhelming Mrs Mannings’ 
experiences of loss were. Issues of attachment were discussed.
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Research Log Checklist
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1 Formulating and testing hypotheses and research questions ✓
2 Carrying out a structured literature search using information 
technology and literature search tools
✓
3 Critically reviewing relevant literature and evaluating research 
methods
✓
4 Formulating specific research questions Z
5 Writing brief research proposals Z
6 Writing detailed research proposals/protocols Z
7 Considering issues related to ethical practice in research, including 
issues of diversity, and structuring plans accordingly
Z
8 Obtaining approval from a research ethics committee Z
9 Obtaining appropriate supervision for research ✓
10 Obtaining appropriate collaboration for research ✓
11 Collecting data from research participants z
12 Choosing appropriate design for research questions z
13 Writing patient information and consent forms z
14 Devising and administering questionnaires z
15 Negotiating access to study participants in applied NHS settings z
16 Setting up a data file z
17 Conducting statistical data analysis using SPSS z
18 Choosing appropriate statistical analyses z
19 Preparing quantitative data for analysis z
20 Choosing appropriate quantitative data analysis z
21 Summarising results in figures and tables z
22 Conducting semi-structured interviews z
23 Transcribing and analysing interview data using qualitative methods z
24 Choosing appropriate qualitative analyses z
25 Interpreting results from quantitative and qualitative data analysis z
26 Presenting research findings in a variety of contexts z
27 Producing a written report on a research project z
28 Defending own research decisions and analyses z
29 Submitting research reports for publication in peer-reviewed journals 
or edited book
z
30 Applying research findings to clinical practice z
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Abstract of Qualitative Research Project
An Interpretive Phenomenological Analysis Study of the Lay 
Person’s View of Psychologists working in Clinical Settings
May 2006 
Year 1
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Title
An Interpretive Phenomenological Analysis Study of the Lay Person’s View of 
Psychologists working in Clinical Settings
Introduction
Lack of knowledge and uncertainty about mental health services can 
discourage people from seeking help. In America research shows a lack of 
understanding about the specific roles of mental health professionals. This 
study investigates whether the lack of understanding surrounding psychology 
and psychologist in America is also present in the United Kingdom. It explores 
lay person’s understanding of the role of psychologists, their willingness to 
access services and their views about the future need for psychology.
Methods
Semi structured interviews explored the views of one female and four male 
participants between the ages of 18 and 30 years. Open ended interview 
questions were designed by four trainee clinical psychologists and one trainee 
counselling psychologist to explore the study’s research questions. Each 
trainee conducted one pilot interview. These were used to refine the interview 
schedule. Each trainee then conducted one research interview.
Results
The results were analysed using interpretive phenomenological analysis. Thé 
epistemological stance of the researchers was discussed and the impact of 
preconceived ideas on results was acknowledged. Four master themes - 
uncertainty, media representation, social acceptability and profession image -  
were identified.
Discussion
Emergent themes were understood in terms of the lack of concrete and 
accurate information available to the lay person about psychologists working 
within clinical settings. This means that they have to rely on stereotypes 
portrayed in the media, which may help to create and maintain stigma
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attached to psychological problems and a reluctance to access services. A 
greater need to educate the general public about the role of psychologists was 
identified and discussed.
Taken from J. Lambourne, 2007
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Service Related Research Project -
An evaluation of a “Dealing with Stress” group at a 
psychiatric hospital: A service user perspective
July 2006 
Year 1
160
Research Dossier
Abstract
The Sainsbury Centre for Mental Health (2001) highlighted concerns 
regarding the lack of therapeutic input on acute psychiatric wards. They 
recommended that therapeutic resources such as group activities be offered 
to help promote recovery in those suffering from mental ill health. However, 
the nature of psychiatric wards poses challenges to running groups (Yalom, 
2005). One off, stand-alone groups have been suggested as a way of 
providing a meaningful therapeutic experience. This study evaluated a five- 
week, stand-alone 'Dealing with Stress’ group run on acute wards of a local 
psychiatric hospital. Participants included 66 male and female service users 
who attended the groups and agreed to take part in the service evaluation. 
The research was of non-experimental, descriptive design. Outcome 
measures included participant interview responses to a ‘Group Evaluation 
Form’, which elicited participant views on the group they had attended. 
Participants reported generally positive views regarding the Dealing with 
Stress’ groups. Participants highlighted that learning strategies to help them 
cope more effectively with stress was useful. Participants noted some 
practical difficulties with running groups on an acute psychiatric ward. Finally, 
participants remarked on feelings of group cohesiveness, universality, a 
reduction in hospital related anxiety and feelings of isolation. Gender 
differences were also noted in how participants related to and understood the 
group content. The results supported the continued implementation of stand­
alone groups on the acute psychiatric wards. It is recommended that these 
results are interpreted with caution due to the limitations of this service 
evaluation and may require confirmation from further studies.
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Introduction
A report by the Sainsbury Centre for Mental Health, which surveyed the 
quality of care on acute psychiatric wards concluded that therapeutic 
interventions were not being adequately provided to service users (Sainsbury 
Centre for Mental Health, 2001). The report recommended that therapeutic 
resources including group activities should be made more accessible on acute 
wards to promote recovery in those suffering from mental ill health (Sainsbury 
Centre for Mental Health, 2001). This is supported by the Department of 
Health (DoH), who also recommended the provision of evidence based 
treatment programmes for service users on acute psychiatric wards 
as"...groups have the potential to contain and anticipate disturbance, use the 
resources of other users and offer opportunities for reflection and insight” 
(DoH, 2002, p. 14).
Furthermore, both recommendations were supported by a local service 
evaluation completed by staff at the psychiatric hospital related to this study 
(Dwan & Russell, 2005). Service users on the acute wards highlighted a need 
for more ward-based therapeutic activities and felt that accessing groups that 
provided them with coping skills would be beneficial to them in their recovery. 
Although therapeutic groups were available to them at the local Day 
Treatment Centre (DTÇ), many service users lacked confidence or were too 
unwell to attend.
There are however, challenges posed in running a group on an acute 
psychiatric ward. Two primary challenges faced include the rapid turnover of 
patients and the “heterogeneity of pathology” (Yalom, 2005, p. 483). Yalom, 
(2005) stated that these two conditions violate some of the necessary 
conditions for usual group therapy i.e., stability of membership and a sense of 
cohesiveness. Therefore, the primary challenge for those wishing to run 
groups is to provide a meaningful therapeutic intervention to the service user 
in a short period of time.
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The notion of providing weekly groups that were ‘stand-alone was suggested 
(Yalom, 2005). Yalom, (2005) stated that these groups could achieve up to 
six therapeutic goals including engaging the service user in the therapeutic 
process, demonstrating that talking helps, problem solving, decreasing 
isolation, being helpful to others and alleviating hospital related anxiety. 
Yalom stated that some of these goals link closely with his “group therapeutic 
factors” including group cohesiveness, universality, identification and altruism 
(Yalom, 2005, p. 82).
Setting
Staff on the acute wards of the psychiatric hospital discussed in this research 
modelled their ‘Dealing with Stress’ group on one which was set up, run and 
evaluated by Fell and Sams, (2004). It consisted of a five-week rolling
programme focusing on the following topics each week:
# Week 1 : Managing the physical symptoms of anxiety
# Week 2: Dealing with avoidance
e Week 3: Tackling negative thoughts
# Week 4: Getting motivated
e Week 5: Dealing with emotions
A pool of therapeutic staff facilitated the groups. The groups were open to all 
service users and attendance was encouraged but voluntary. Groups lasted 
one hour and were held in private rooms on the male and female acute wards. 
Each group was based on Cognitive Behaviour Therapy (CBT) principles.
Aims
1. To evaluate each individual ‘Dealing with Stress’ group as rated by group 
participants
2. To make recommendations for improvement
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Method 
Design
Non-experimental, descriptive design.
Participants
Participants were service users who attended each ‘Dealing with Stress’ 
group. Four rolling five-week groups were evaluated, that is two male and two 
female groups. A total of 77 service users attended the ‘Dealing with Stress’ 
groups during the time of evaluation. A total of 66 participants, 52% male took 
part in the evaluation. Eleven service users, 64% female who attended did 
not take part in the evaluations due to feeling too unwell or because they were 
discharged before interview. Data such as age and ethnicity were not 
obtained, however all participants were between 18 and 65 years as this was 
an adult acute psychiatric service.
Measures
A “Group Evaluation Form” was designed by the senior Occupational 
Therapist and the Clinical Psychologist within the psychiatric hospital (Russell 
& Moss-Morris, 2005). (See Appendix A). The group evaluation form was 
originally used as a self-report questionnaire for service users to complete 
after participating in groups. However, it was felt that the information gained 
was not sufficient in order to evaluate groups adequately. Therefore, during 
this research, the evaluation form was used as an interview schedule. The 
evaluation forms included:
* A list of descriptive words used to describe groups. Participants were 
asked to highlight which words described their experience of the group.
• A five-point Likert scale questionnaire to rate the group on 12 items, 
e.g., “feelings of being accepted by the group.”
» Four open-ended questions regarding what the participants found 
helpful, unhelpful, and difficult about the group as well as any 
recommendations they might have for future groups.
This evaluation form had not been assessed for validity or reliability.
164
Research Dossier
Procedure
After each group the researcher approached service users and asked if they 
would participate in a brief interview to evaluate the ‘Dealing with Stress’ 
group they had participated in. Participants were informed that feedback 
would remain anonymous. Interviews were conducted individually and lasted 
approximately 15 minutes each. Table 1 outlines the time scale and 
procedures followed in evaluating each of two rolling groups.
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Table 1
Group Where? When run? Whenevaluated?
\ of 
participants
Rolling Group 1 
Weeks 1-5
Male Acute 
Ward
Wednesdays 
Nov 05 -  Jan 06
Immediately 
after group by 
researcher
20
Female Acute 
Ward
Mondays 
Nov 05 -  Jan 06
Wednesdays 
-  same week 
* by
researcher
17
Rolling Group 2 
Weeks 1-5
Male Acute 
Ward
Wednesdays 
Feb 06 -  Apr 06
Immediately 
after group by 
researcher
14
Female Acute 
Ward
Mondays 
Feb 06 -  Apr 06
Wednesdays 
-  same week 
by researcher
15
* Female participants were interviewed two days after their group ran due to 
the researcher only working at the psychiatric hospital one day per week 
(Wednesdays)
Participants were asked about their literacy skills and if comfortable to 
complete page one of the group evaluation form they were encouraged to do 
so. The second page of the evaluation form was used as an interview 
schedule and the researcher wrote down the main aspects of answers given 
by participants. Each answer was read back to participants in order to ensure 
that the main issues were included. An example of a completed evaluation 
form can be found in Appendix B.
Descriptive statistics (frequencies) were used to analyse quantitative data 
from participants. Interview data were analysed using Thematic Content 
Analysis31 (Flick, 2002).
31 Interview material was subjected to a form of Thematic Content Analysis (Flick, 2002), 
which involved reading and re-reading the material to discern common themes throughout 
participant comments. Themes were primarily derived from participant’s own accounts to
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Ethical approval was not required because the study was a service evaluation. 
Results
Themes that emerged from the qualitative analysis appeared to fall into three 
categories including ‘content issues’, ‘group therapeutic factors’ and ‘practical 
concerns’.
Descriptive statistics and the ‘content’ theme from the qualitative analysis will 
be discussed group by group. The ‘group therapeutic factors’ and ‘practical 
concerns’ themes will be discussed separately as similar themes were 
highlighted across groups.
A frequency breakdown of descriptive words circled by group participants for 
each group can be found in Appendix C.
A frequency breakdown of ratings made by group members for each 
questionnaire statement can be found in Appendix D.
A frequency breakdown of the number of participants whose comments fell 
into the three main themes of the thematic content analysis can be found in 
Appendix E.
Group 1 -  Managing the Physical Effects of Anxiety
Over 50% of participants found this group “useful,” “helpful,” “friendly” and 
“interesting.” Three quarters of group participants felt the support and 
interaction part of this group was good or very good.
‘Content’ Theme
The qualitative analysis highlighted that participants found having a definition 
and discussion around what anxiety was particularly useful. They also noted 
that learning or being reminded about relaxation techniques such as 
abdominal breathing to manage anxiety was very useful. However, a number
avoid a priori categorisation. However, similarities were noted between current themes and 
those derived from Yalom's (2005) therapeutic goals for inpatient groups. The frequency in 
which each theme arose in interview material was noted and can be found in Appendix E.
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of participants found it difficult when other group members went off topic and 
recommended that facilitators keep the group remains focused.
“...techniques, muscle and breathing, you don't always think about it, it was a
good reminder...”
Group 2 -  Dealing with Avoidance
Over 50% of participants found this group “useful,” “helpful,” “friendly,” 
“positive” and “interesting.” However, over 50% of participants also felt this 
group did not provide them with skills to cope with their symptoms or cope 
effectively with everyday life. This was a recurrent finding in the descriptive 
statistics throughout each group; Whilst participants felt very accepted in each 
group and enjoyed the support and interaction part, they felt that the group did 
not sufficiently provide them with coping skills.
'Content' Theme
Participants found the activity part of the ‘Dealing with Avoidance’ group very 
useful. They noted that the step-by-step approach to tackling issues they 
usually avoid a helpful and useable strategy. However, participants generally 
felt that the scenario was unsuitable, as it did not relate to them.
“...the step-by step thing was like a starting point for me...”
“...the scenario didn’t really relate...”
Group 3 -  Tackling Negative Thoughts
Whilst over 50% of participants found this group “useful,” “helpful” and 
“friendly” a large number of participants also found it “difficult,” “challenging” 
and “frustrating.” Participants (62%) found that this group taught them they 
were not the only people with this type of problem.
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‘Content’ Theme
There were mixed views regarding this group. Whilst people found the 
discussion regarding negative thinking useful, some also felt it was not just a 
case of looking at negative thoughts and merely changing them into positive 
ones. They felt that their thoughts were more complex than this strategy 
allowed for.
“...it was quite interesting to see categories of ways to challenge negative
thoughts.”
“...things aren’t just positive and negative, they are complex...”
Group 4 -  Getting Motivated
A third of participants found this group “useful,” “helpful,” “supportive,” 
“friendly” and “informative.” Participants (75%) also found that this group 
taught them they were not the only people with these types of problems. 
‘Content’ Theme
The majority of participants in this group found the activity of goal setting 
useful however, there was some scepticism regarding whether it would work 
in their everyday life.
“...I was encouraged to create small goals...I’ve tried to do that since...” 
“trying to believe the textbook answers is difficult...do they really work?”
Group 5 -  Dealing with Emotions
Finally, 50% of participants described group five as “useful,” “helpful,” 
“supportive,” “informative” and “friendly.” However, 40% also described the 
group as “difficult.” Participants (70%) felt that it did hot help them understand 
why they feel they way they do and 80% did not feel they received 
encouragement from others who had similar problems.
‘Content’ Theme
Participants found it useful to have a space to talk about their emotions. 
However, they found that they did not have an opportunity to talk about
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strategies to help them cope with emotions. Participants found it useful to list 
the different types of emotions as it helped them see the wide spectrum of 
emotions, not just negative ones.
“...it highlighted an area in my life that I struggle with and it was useful to think
about...”
“there was a lot of thinking about emotions but no time to process this...how
do we contain our emotions...”
‘Process’ Theme
Across groups, participants highlighted certain group-therapeutic factors they 
found beneficial. They include feelings of group demonstrating that talking 
helps (cohesiveness and universality), decreasing isolation and alleviating 
some hospital related anxiety.
"...it was good to hear others perspectives as you feel you are not alone...”
“its difficult to be in a group...”
“...it made me more confident to speak to people on the ward that I didn’t
know...”
“listening to others...! didn’t know they had the problems they had...I would
spend time talking to them now...”
‘Practical Concerns’ Theme
A number of practical concerns were noted across groups, which tended to 
create challenges for participants. They included that the group room was too 
small to feel comfortable, and loud music outside was disruptive. On one 
occasion, the group was held in the activity area and participants noted that 
this hindered their discussion.
“...the room was too small...doing individual activities, anyone could hear
you...”
A number of participants noted that they had difficulty reading and writing 
which left them feeling isolated in the group and unable to tell anyone. A 
small number of participants felt that some small refreshments might have
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made the group less formal and perhaps enticed more service users to attend. 
There was a general consensus that initially hearing the group lasted one hour 
was off-putting. However, when in the group, participants would have liked it 
to last longer as it alleviated boredom and isolation and they could have 
practiced some of the skills they were taught in the group.
“...you could advertise it as 45 minutes to tease people in and spend an hour
in the group if people wanted...”
Other Findings
A number of gender differences were notable when conducting the qualitative 
analysis. A recurrent theme for female participants was looking for ways of 
coping with their difficulties. Male participants were more interested in 
definitions such as what anxiety was in comparison to feelings of anger or 
stress.
Male and female participants were also more likely to use different language 
to understand what had been said in each group. In the ‘Getting Motivated 
group, male participants were more likely to discuss the activity as “plan 
formation” and women tended to talk about “setting small goals” or “ways of 
coping.” Finally, both genders appeared to agree that they did not have 
enough time in each group to practice the activities they were being 
introduced to.
“...there wasn’t enough time to challenge the negative thoughts we had 
written down.” (Female participant)
“physically doing the exercises...practicing what is actually don in the group 
whilst in the group...” (Male participant)
Discussion
Overall, participants reported more positive than negative feelings about each 
of the “Dealing with Stress” groups. Participants also highlighted group- 
therapeutic factors as beneficial consequences of group participation.
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The qualitative data suggests that participants took most value from being 
provided with strategies to overcome aspects of stress such as relaxation, 
goal setting, the step-by-step approach to overcoming avoidance and 
challenging negative thoughts. However, it was felt there was not enough 
time given in order to practice these skills.
Of the six therapeutic goals discussed by Yalom, (2005) the ‘Dealing with 
Stress’ group appeared to achieve three of these including, demonstrating that 
talking helps (universality and cohesiveness), decreasing isolation and 
alleviating hospital related anxiety. There was also an overall feeling of being 
accepted in the group.
Practical limitations including room size and noise from outside were 
highlighted. It was also felt that the groups did not allow for those with literacy 
difficulties.
Finally, gender differences were noted, particularly in relation to the 
terminology they used in order to understand what they had learned from the 
group.
Limitations
This evaluation benefited from a high response rate from group participants. 
However, it should be noted that some participants were feeling depressed, 
anxious or were heavily medicated during interview. This made it difficult to 
gain a full account of their experience within the group. However, this reflects 
the nature of acute psychiatric hospitals. In fact, there appeared to be some 
therapeutic benefit from spending one-to-one time interviewing participants in 
that participants appeared to consolidate what they found most useful from the 
group.
Due to placement requirements, the researcher was only able to interview 
participants on a Wednesday. The female group ran on Mondays of the same 
week and this delay in interview may have limited interview data.
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During the first “Dealing with Stress” group run on the male ward, the 
researcher was also a group facilitator. This may have limited the feedback 
given by participants as they may have found it difficult to discuss limitations 
of the group, (Whitaker, 2001). However, the researcher made it clear during 
interviews that objectivity would be appreciated in order to improve future 
groups.
There were some limitations to the “Group Evaluation Form. Some 
participants found some of the rating items difficult to understand due to the 
wording of some statements. The group evaluation form was also not 
subjected to measures of reliability or validity. However, for the purposes of 
this research, hospital staff were more interested in the qualitative responses 
given by participants as this provided richer data for analysis.
Finally, all participant information from rolling groups one and two were 
combined for analysis even though there were different facilitators for each 
rolling group. Therefore, participants in each group may have had very 
different experiences even though the content of the group was identical. 
Although this may have an effect on results, it is well documented that this 
change in facilitators is a challenge faced in most inpatient groups, (Yalom, 
2005).
Due to these limitations and the exploratory nature of this study, results and 
recommendations should be interpreted with caution and require confirmation 
through further study.
Recommendations
Facilitators might consider spending more time discussing strategies for 
coping with stress and allow extra time for practicing goal setting, the step-by- 
step approach, challenging negative thoughts and relaxation.
Alternative, more relevant case scenarios might be used or removed from the 
group leaving time for other activities.
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It may be useful to use an alternative room for running the group and provide 
refreshments, if this was feasible.
Facilitators could speak to service users before the group regarding their 
literacy abilities and put measures in place for those who might have 
difficulties.
Gender differences could be reflected on particularly in relation to how they 
talk about stress and how they make sense of possible coping strategies.
If time permits, further one-to-one time after each group could be incorporated 
due to the possible therapeutic benefits. This also increases service user 
involvement in ward activities, which is seen as an ever-important health 
initiative, (Hanley, 1999).
It might be useful to complete further research into whether participation in the 
‘Dealing with Stress’ group might increase participation in the DTC or other 
therapeutic activities.
Feedback from this study has been provided to group facilitators during an 
informal meeting in May 2006. Feedback will be presented formally in late 
July 2006.
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Appendix A -  Group Evaluation Form
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GROUP EVALUATION FORM
Group Attended:
Please spend a few minutes letting us know how you found the group.
This will help us plan future groups
1) Which o f the following words describes your feelings towards the group?
Circle as many as you like and add any others.
Useful Boring Frustrating Interesting
Helpful Difficult Irritating Useless
Supportive Challenging Too Formal Too Long
Uncomfortable Too Short Friendly Too Easy
Encouraging Informative Positive Hopeful
. 2) Please rate the group on the following #
a) How much have you enjoyed the group 1 2 3 4 5
b) How much have you learnt from the group 1 2 3 .4 5
c) The information content of the group 1 2 3 4 5
d) The support and interaction part of the group 1 2 3 4 5
e) The extent the group has given me skills to 
cope more effectively with daily life
1 2 3. 4 5
f) The extent the group has given me skills to 
cope with my symptoms.
1 2 3 4 5
3) The statements below describe things 
other people have found useful about 
being in a group. Please rate how much 
they apply to you
a) Feelings of being accepted by a group 1 2 3 4 5
b) Learning I am not the only one with my type 
of problem
1 2 3 4 5
c) Learning strategies about how to cope with 
life problems
1 2 3 4 5
d) Learning how to express my feelings 1 2 3 4 5
e) Learning why I feel the way I do. 1 2 3 4 5
f) Receiving encouragement from others who 
have solved problems similar to mine
1 2 3 4 5
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GROUP EVALUATION FORM ^
4) General Feedback about the group
> Anything you found particularly helpful.
> Anything your found particularly unhelpful
> Anything you found particularly difficult or challenging
^  Any recommendations or ideas fo r  future groups.
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Appendix B -  Completed Group Evaluation Form
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GROUP EVALUATION FORM
y fB -Y  d --
Group Attended: <2^  | - J  •
MtUjL vJcmtA *
Please spend a few minutes letting us know how you found the group. 
This will help us plan future groups
1) Which o f the following words describes your feelings towards the group? 
Circle as many as you like and add any others.
Useful ^ Boring Frustrating Interesting^—
Helpful ^ Difficult Irritating Useless
Supportive ^ Challenging Too Formal Too Long
Uncomfortable Too Short Friendly^ Too Easy
Encouraging Informative v/ Positive ^ Hopeful
2) Please rate the group on the following mm ©
a) How much have you enjoyed the group 1 2 3 4 £>
b) How much have you learnt from the group 1 2 3 5
c) The information content of the group 1 2 3 $ 5
d) The support and interaction part of the group 1 2 3 4
e) The extent the group has given me skills to 
cope more effectively with daily life
1 2 3 €> 5
f) The extent the group has given me skills to 
cope with my symptoms.
1 2 3 ID 5
3) The statements below describe things 
other people have found useful about 
being in a group. Please rate how much 
they apply to you ©
a) Feelings of being accepted by a group 1 2 3 4 &
b) Learning I am not the only one with my type 
of problem
1 2 3 4
c) Learning strategies about how to cope with 
life problems
1 2 3 & 5
d) Learning how to express my feelings 1 2 3 4
e) Learning why I feel the way I do. 1 2 3 0 5
f) Receiving encouragement from others who 
have solved problems similar to mine
1 2 3 4 -
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GROUP EVALUATION FORM
4) General Feedback about the group
y  Anything you found particularly helpful,
Ç flfo W A  d o w w  v\\b a  U û i" S U H f t t t M S ,  ^
UcrK- ^  ^  t M "  vaxju /  ^e -lU rliW A
p c ^ il .  jvwît sI W lu  ^ i W .  bxl/UiAfl ,
Jk niçL k t v ' f -  P frp * L ù ip ^  fao-hk^mtc
>  Anythmg your found particularly unhelpful o jr t . btwpeop^j. ui(V
M W er,n^ — Oa^G. M liu  sVl'e  ^ % , {  o & f  [  
fâxiiu r m l t d  t> fu _ ^ c  .
>  Anythingyou found particularly difficult or challenging 
UtÀWj t l
Ik, -Ki ovi bA" 1
f&utAulgr K cLd tU r  •
/■ Ay recommendations or ideas fo r future groups.
%  rtoJcL <^e, «fut p&JjL. ^  an 'fapio
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Appendix C -  Descriptive Evaluation
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Total No. of Participants who circled descriptive words they felt described the
group they attended
Group 1 
Total 
p’pants: 
16
Group 2 
Total 
p’pants: 
12
Group 3 
Total 
p’pants: 
16
Group 4 
Total 
p’pants: 
12
Group 5 
Total 
p’pants: 
10
%
Total
Useful 10 8 8 4 9 59%
Helpful 9 6 9 4 6 51%
Supportive 7 3 6 4 8 42%
Uncomfortable 4 1 3 0 0 12%
Encouraging 4 2 5 3 4 27%
Boring 2 2 0 1 0 8%
Difficult 2 3 6 3 4 27%
Challenging 4 2 5 3 2 24%
Too short 2 1 0 1 0 "~i 6%
Informative 6 5 1 4 5 32%
Frustrating 1 2 6 2 2 20%
Irritating 1 0 1 0 0 3%
Too formal 1 0 0 0 0 2%
Friendly 13 9 8 5 8 65%
Positive 6 8 7 1 4 39%
Interesting 9 8 7 3 3 45%
Useless 0 0 0 0 0 0%
Too long 1 2 1 0 1 8%
Too easy 1 2 1 0 0 6%
Hopeful 5 3 1 3 3 23%
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Appendix D -  Quantitative Analysis
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Percentage of participants who rated statements about the group as Poor (1- 
2), Average (3) or Good (4-5)
Group 1 -  Managing the Physical Effects of Anxiety (N = 16)
Question 2 01-Feb 3 04-May
How much have you enjoyed the group? 12.50% 12.50% 75%
How much have you learned from the group? 31.30% 12.50% 56.30%
The information content of the group? 25% 25% 50%
The support & interaction part of the group? 18.80% 6.30% 75%
The extent the group has given me skills to Cope 
more effectively with everyday life? 43.80% 6.30% 50%
The extent the group has given me skills to Cope 
with my symptoms? 56.30% 6.30% 37.50%
Question 3 01-Feb 3 04-May
Feelings of being accepted by a group? 6.30% 12.50% 81.30%
Learning I am not the only one with my type of 
problem? 31.30% 31.30% 37.50%
Learning strategies about how to cope with life 
problems? 25% 31.30% 43.80%
Learning how to express my feelings 43.80% 6.30% 50%
Learning why I feel the way I do 25% 18.80% 56.30%
Receiving encouragement from others who have 
solved problems similar to mine 31.30% 25% 43.80%
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Group 2 -  Dealing with Avoidance (N = 12)
Question 2 01-Feb 3 04-May
How much have you enjoyed the group? 16.70% 33.30% 50%
How much have you learned from the group? 33.30% 25% 41.70%
The information content of the group? 16.70% 33.30% 50%
The support & interaction part of the group? --- 33.30% 66.70%
The extent the group has given me skills to cope 
more effectively with everyday life? 50% 25% 25%
The extent the group has given me skills to cope 
with my symptoms? 58.30% 33.30% 8.30%
Question 3 01-Feb 3 04-Maÿ
Feelings of being accepted by a group? 25% 75%
Learning I am not the only one with my type of 
problem? 33.30% 33.30% 33.30%
Learning strategies about how to cope with life 
problems? 25% 50% 25%
Learning how to express my feelings 50% 33.30% 16.70%
Learning why I feel the way I do 41.70% 41.70% 16.70%
Receiving encouragement from others who have 
solved problems similar to mine 41.70% 25% 33,30%
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Group 3 -  Tackling Negative Thoughts (N = 16)
Question 2 01-Feb 3 04-May
How much have you enjoyed the group? 31.30% 18.80% 50%
How much have you learned from the group? 31.30% 18.80% 50%
The information content of the group? 25% 31.30% 43.80%
The support & interaction part of the group? 18.80% 12.50% 68.80%
The extent the group has given me skills to cope 
more effectively with everyday life? 68.80% 12.50% 18.80%
The extent the group has given me skills to cope 
with my symptoms? 75% 6.30% 18.80%
Question 3 01-Feb 3 04-May
Feelings of being accepted by a group? 6.30% 12.50% 81.30%
Learning I am not the only one with my type of 
problem? 31.30% 6.30% 62.50%
Learning strategies about how to cope with life 
problems? 50% 12.50% 37.50%
Learning how to express my feelings 31.30% 31.30% 37.50%
Learning why I feel the way I do 37.50% 31.30% 31.30%
Receiving encouragement from others who have 
solved problems similar to mine 43.80% 25% 31.30%
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Group 4 -  Getting Motivated (N = 12)
Question 2 01-Feb 3 04-May
How much have you enjoyed the group? 25% 25% 50%
How much have you learned from the group? 8.30% 41.70% 50%
The information content of the group? 16.70% 16.70% 66.70%
The support & interaction part of the group? 16.70% 33.30% 50%
The extent the group has given me skills to cope 
more effectively with everyday life? 16.70% 41.70% 41.70%
The extent the group has given me skills to cope 
with my symptoms? 16.70% 41.70% 41.70%
Question 3 01-Feb 3 04-May
Feelings of being accepted by a group? --- 25% 75%
Learning I am not the only one with my type of 
problem? 8.30% 16.70% 75%
Learning strategies about how to cope with life 
problems? 16.70% 33.30% 50%
Learning how to express my feelings 25% 16.70% 58.30%
Learning why I feel the way I do 25% 33.30% 41.70%
Receiving encouragement from others who have 
solved problems similar to mine 25% 25% 50%
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Group 5 -  Dealing with Emotions (N = 10)
Question 2
01-
Feb 3
04-
May
How much have you enjoyed the group? 20% 30% 50%
How much have you learned from the group? 10% 70% 20%
The information content of the group? --- 50% 50%
The support & interaction part of the group? 20% 40% 40%
The extent the group has given me skills to cope more 
effectively with everyday life? 50% 20% 30%
The extent the group has given me skills to cope with 
my symptoms? 60% 20% 20%
V
Question 3
01-
Feb 3
04-
May
Feelings of being accepted by a group? 20% 20% 60%
Learning I am not the only one with my type of problem? 30% 40% 30%
Learning strategies about how to cope with life 
problems? 50% 30% 20%
Learning how to express my feelings 40% 40% 20%
Learning why I feel the way I do 70% 10% 20%
Receiving encouragement from others who have solved 
problems similar to mine 80% 10% 10%
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Appendix E -  Qualitative Analysis
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Total No. of participants who commented on themes of content, process and 
practical concerns
Group 1 -  Managing the Physical Effects of Anxiety (N = 16)
Theme: Content Theme: Process
Theme: Practical 
Concerns
Definition of Anxiety 
useful (7)
Useful to keep occupied 
(3)
Room too small (3)
Breathing & Relaxation 
techniques useful (8)
Listening and hearing 
ideas from other 
participants (4)
Would have liked 
refreshments (2)
Keep more on topic (5)
Hearing others had 
similar problems (4)
Needed glasses to see 
chart (1)
Reducing isolation (1)
Group 2 -  Dealing with Avoidance (N = 12)
Theme: Content Theme: Process
Theme: Practical 
Concerns
Scenario not 
suitable/relevant (7)
Hearing others had 
similar problems (4)
Room too small (2)
Step-by-step approach 
useful (7)
Reducing hospital 
anxiety (1) .
Difficulty understanding 
content (2)
Discussing issues as a 
group (2)
191
Research Dossier
Group 3 -  Tackling Negative Thoughts (N = 16)
Theme: Content Theme: Process
Theme: Practical 
Concerns
Challenging Negative 
thoughts useful but 
difficult (11)
Individual differences 
obvious and difficult in 
group (8)
Room too small (1)
Hearing others had 
similar problems useful 
(4)
Music outside too loud 
(1)
Need more time, help 
and practice in 
challenging negative 
thoughts (5)
Group 4 -  Getting Motivated (N = 12)
Theme: Content Theme: Process
Theme: Practical 
Concerns
Goal setting task useful 
(9)
Being able to talk about 
how you are feeling (2)
Room too small (4)
Skepticism regarding 
utility in everyday life (2)
Good distraction (1) Reading difficulties (1)
Would like more time to 
practice goal setting (2)
No privacy due to group 
being held in activity 
lounge (2)
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Group 5 -  Dealing with Emotions (N = 10)
Theme: Content Theme: Process
Theme: Practical 
Concerns
Useful to talk about and 
express emotions (5)
The interaction was 
minimal in group (3)
Keep the group small for 
this emotive topic (2)
Little strategies as to 
how to cope with 
emotions (5)
Supportive (3)
Reduced isolation (1)
Hearing others had 
similar problems useful 
(5)
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Abstract
Objectives: To investigate the utility of a computerised multi-modal 
malingering battery, incorporating performance and interview-based measures 
in the detection of malingered cognitive symptoms in traumatic brain injury. 
To gain qualitative feedback from a simulating malingering group on strategies 
they used to feign tests.
Method: A 3-group standard simulation quasi-experimental design was used 
to investigate the effectiveness of a multi-modal malingering battery which 
included the Cognitive Dysfunction Questionnaire (Coxell, 2004, unpublished 
questionnaire), and tasks based on the Line Bisection Test (Schenkenberg, 
Bradford & Ajax, 1980) and the pop-out paradigm (Treisman & Souther, 
1985). The discriminatory power of the battery was compared to a 
standardised measure of malingering, the Test of Memory Malingering 
(Tombaugh, 1997). The performances of individuals with traumatic brain 
injury (N = 30) were compared with a simulating malingering group instructed 
to feign head injury (N = 30) and a healthy control group (N = 30).
Results: The malingering battery discriminated powerfully between the 
malingering and traumatic brain injury groups. It yielded good specificity and 
adequate specificity. Specifically, malingerers were found to make 
significantly more errors than the other two groups. Reaction time latencies 
may lack utility in distinguishing malingerers of traumatic brain injury. 
Qualitative feedback illustrated the variety of strategies utilised by simulating 
malingerers.
Conclusion: The simulating malingerer group performed poorly on simple 
cognitive tasks during a compensation seeking scenario. The study supports 
the use of multi-modal malingering batteries as opposed to individual 
malingering tests to ensure increased classification accuracy and sensitivity to 
heterogeneous strategies used by malingerers.
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Introduction
Malingering is the intentional production or exaggeration of physical or 
psychological symptoms for external gain (Slick, Sherman & Iverson, 1999). 
Estimated rates of malingering vary from 7.5 to 50 percent of cases depending 
on the context and clinical presentation (Mittenberg, Paten & Canyock et al., 
2002; Trueblood & Schmidt, 1993). For instance, in medico-legal settings 
malingering of mild traumatic brain injury (TBI) is estimated at up to 39 percent 
of cases (Mittenberg et al., 2002). This type of fraudulent activity is not 
surprising considering the findings from a recent survey revealing some of 
British society’s attitudes to ‘blame and claim’ culture (edgan galek Limited, 
2004, p. 1). The study found that:
a) more than one in five people believe they should claim for compensation 
whenever they can,
b) successively younger generations express less concern about the impact 
of ‘blame and claim’ culture, and
c) increased attempts to claim are seen to be built on public perception that 
seeking damages is risk free, and that public institutions in particular such 
as the NHS, the police and local authorities are fair game because the 
costs are invisible and are somehow absorbed (edgan galek Limited, 
2004).
The Consequences of Malingering
Contrary to public perception, the consequences of fraudulent claims such as 
malingering are very real and can be seen financially, socially, legally and 
personally, although it can be difficult to separate out the cost of malingering 
itself from other types of fraud (Tanner, Bowles & Tanner, 2003).
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Financial consequences
The National Health Care Anti-Fraud Association (2008) estimate that three 
percent of the US health care industry’s expenditure is due to fraud including 
untruthful claims by patients, amounting to a cost of approximately $68 billion 
per annum. In the UK, compensation payouts amount to approximately £10 
billion per annum, and are estimated to rise by 10 percent per annum. Of this 
£10 billion, it is estimated that £1.5 billion is paid out in excessive and 
fraudulent claims. This has lead to an annual five percent increase in 
insurance premiums (Lowe, Broughton & Gravelsons et al., 2002). 
Furthermore, it is estimated that UK Local Authorities spend over £117 million 
per annum in bogus or excessive claims, which directly results in increased 
council tax bills (Commission for Architecture and the Build Environment, 
2004). Considering the malingering base-rate estimates highlighted above, it 
would seem reasonable that malingering amounts to a sizeable financial cost 
to both society and private companies.
Social consequences
A rise in defensive procedures in the healthcare system has been detected 
and this has been blamed on increased compensation claims. These 
defensive procedures have both increased the cost, and the time taken to 
implement treatment (Lowe et al., 2002). In the case of malingering personal 
injury or illness, concerns have also been highlighted about access to 
clinicians by patients with valid concerns, who may be delayed treatment due 
to time spent by clinicians on fabricated or exaggerated symptoms (Shalit & 
Lewin, 2004).
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Legal and personal consequences
Of course, there are also legal and personal consequences to malingering. 
Malingering is fraud and hence a criminal act, which could result in 
prosecution (Mendelson & Mendelson, 2004). In fact, 68 percent of 
businesses and 39 percent of the general public were found to support 
proposals to increase rigorous screening of compensation claims, and 
increase prosecutions for those who were caught fraudulently claiming 
compensation (Aon, 2004; edgan galek Limited, 2004). Considering the 
potential legal consequences if malingering is detected, an individual’s 
personal and professional reputation is also in jeopardy, as well as the 
potential for social stigma (Pankratz & Erickson, 1990).
The current base-rate estimates and serious consequences of malingering 
have led to a surge in clinical and research interest (Merckelbach, Peters & 
Jelicic et al., 2006). This has included the creation of models seeking to 
explain malingering, recommendations regarding the assessment of 
malingering and research into evidence-based malingering detection 
strategies.
Explanatory Models of Malingering
The most commonly used definitions and explanatory models of malingering 
refer to malingering of mental illness, whereas this study focuses specifically 
on malingering of TBI. However, the original definitions and explanatory 
models are worthy of note because they strive to explain the primary 
motivations underlying attempts to malinger, irrespective of illness or injury 
(Rogers, Sewell & Goldstein, 1994; Rogers & Shuman, 2005).
The Criminological Model
The most commonly used and referred to definition of malingering is quoted in 
the Diagnostic and Statistical Manual (DSM-IV-TR) (American Psychiatric 
Association (APA), 2000). Here, malingering is defined as ‘the intentional 
production of false or grossly exaggerated physical or psychological
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symptoms, motivated by external incentives such as avoiding military duty, 
avoiding work, obtaining financial compensation, evading criminal prosecution, 
or obtaining drugs' (APA, 2000, p. 739). Malingering is not considered a 
psychiatric disorder that is diagnosed, but instead included in the section 
‘Other Conditions That May Be a Focus of Clinical Attention’. The DSM-IV-TR 
states that malingering should be strongly suspected if an individual meets 
any combinations of the following four criteria:
a) involvement in a medico-legal context,
b) marked discrepancy between claimed disability and objective findings,
c) a lack of co-operation during assessment and
d) the presence of anti-social personality disorder (ASPD).
Criticisms of the Criminological Model
The DSM-IV-TR criteria are criticised for four main reasons including the 
pejorative outlook on malingering, the potential for misclassifying people, the 
ambiguous definition and the all-or-nothing understanding of malingering (e.g., 
Rogers, 1990; 1997). Rogers argues that the Criminological Model is 
pejorative because it assumes ‘socially deviant individuals (those with ASPD), 
[are] likely to fabricate illness when embroiled in the courts (e.g. medico-legal 
evaluations) and evidence poor compliance with assessment and treatment 
attempts (uncooperativeness)’, (Rogers, 1990, p. 325). However, the DSM- 
IV-TR, which is the most recent edition, acknowledges that an individual may 
malinger for adaptive purposes, for example, feigning illness while a captive of 
the enemy during wartime.
Rogers also argues that the criteria ‘involvement in medico-legal proceedings’ 
and ‘diagnosis of ASPD’ are too broad and use of these guidelines may lead 
to unacceptably high false positive classifications (Rogers, 1997). Using 
DSM-IV-TR guidelines he found that, ‘for every malingerer correctly identified, 
nearly four times as many bona fide patients were miscategorised as 
malingerers’ (Rogers, 1997, p. 9). Considering the severe consequences of a
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classification of malingering such as prosecution and or denial of treatment, 
such high false positive rates would be unacceptable.
The DSM-IV-TR definition of malingering may also create uncertainty for the 
assessing clinician. In order to qualify as a malingerer, an individual must be 
seen as consciously altering symptoms for external gain. Decisions regarding 
intention and motivation are largely left to clinical judgement (Le Bourgois III, 
2007). However, making a distinction between conscious versus unconscious 
exaggeration of symptoms is at best a difficult task. In fact, the ability to make 
such a distinction at all has been questioned, with Lezak commenting that 
‘even se/Aawareness of the assumed problem may not be an all-or-nothing 
experience’ (Lezak, 2004, p. 333, italics not in original). In addition, there are 
many reasons why a person may choose to exaggerate or fabricate 
symptoms. Deciding whether these motivations are for internal (e.g. the sick 
role) or external gain (e.g. for financial incentive) also seems particularly 
challenging.
Finally, the DSM-IV-TR ‘all-or-nothing’ understanding of malingering does not 
seem to fit with the complexity of human behaviour. The definition does not 
allow for the possibility that an individual’s motivation may be for both internal 
and external gain, or somewhere on the spectrum between conscious and 
unconscious behaviour. Hence, very similar conditions such as Conversion, 
Somatisation or Factitious disorder32 cannot be co-morbidly ‘diagnosed’ with 
malingering. Furthermore, the DSM-IV-TR only creates two distinctions where 
an individual either is, or is not malingering. It negates the possibility that 
malingering may be on a continuum as with other conditions or disorders 
(Samuel & Mittenberg, 2005). However, whilst highlighting this as a criticism, 
it is acknowledged that the legal system requires such polarised categories in 
order to make decisions.
32 These disorders will be elaborated on further in the introduction.
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The Pathogenic Model
Prior to criminological explanations of malingering, psychodynamic 
approaches were used to understand primary motivations underlying attempts 
to malinger. The Pathogenic Model proposes that the underlying force behind 
malingering is mental disorder (Resnick, 1999). Malingering is thought to be 
the feigning of symptoms by patients who portray them as genuine in order to 
gain control over emerging symptoms such as psychotic disorder. 
Malingering is though to be used as a defence against emerging mental 
illness and is therefore internal to the patient and subsequently unconscious. 
The model proposes that as the mental disorder progresses, the person 
begins to lose control over simulated symptoms. At this stage, deterioration in 
the patient’s mental disorder is predicted.
The Pathogenic Model has lost support over time. The proposition that 
malingering is an unconscious defence has become outdated because 
individual free will and choice are now thought to be at the crux of malingering 
(Rogers, 1997). Furthermore, the notion that symptoms continue to 
deteriorate has not been supported by research. In fact, some research has 
indicated an improvement in people thought to be malingering, particularly 
after compensation settlement (e.g., Reynolds, Paniak & Toller-Lobe et al., 
2003). However, although the model is thought to be outdated, it seems to 
have paved the way for acceptance that malingering could co-exist with true 
impairment which is generally undisputed today with the exception of the 
DSM-IV-TR (e.g. Samuel & Mittenberg, 2005).
The Adaptational Model
As an attempt to move away from what he saw as unempirical and pejorative 
models, Rogers put forward an Adaptational Model to explain malingering 
(Rogers, 1990). According to this model, potential malingerers engage in a 
‘cost-benefit analysis’ when confronted with a situation where:
a) the context of the evaluation is thought to be adversarial,
b) the personal risks are very high, and
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c) no other alternative appears to be viable (Rogers, 1990, p. 185).
This cost-benefit analysis is thought to be influenced by the person’s belief in 
their abilities to succeed in feigning without detection. Importantly, 
malingering is considered an adaptive process, that is, the most effective way 
the individual may achieve their goal. Based on this model, Rogers’ provides 
criteria for the classification of malingering including:
a) the endorsement of an unusually high number of fake or rare symptoms, or 
the random endorsement of symptoms,
b) a lack of cohesion between self-report and objective findings,
c) feigning on standardised measures such as the Minnesota Multiphasic 
Personality Inventory - II (MMPI — II) (Butcher, Dahlstrom & Graham et a/., 
1989) or measures designed to identify malingerers, and
d) that the feigned symptoms are not internally motivated.
Critics of the model have argued that it fails to account for people who 
malinger purely for profit because it suggests that people only malinger in an 
attempt to adapt to an environment that is perceived to be risky and 
adversarial (LoPiccolo, Goodkin & Baldewicz, 1999). However, the 
Adaptational Model was one of the first models to highlight the importance of 
using standardised measures in the assessment of malingering, which is now 
a requirement in US Courts under the Daubert Guidelines. These guidelines 
came from the US Supreme Court in Daubert v Merrell Dow Pharmaceuticals, 
Inc, 1993, where it was ruled that to be admissible as scientific knowledge, 
expert testimony had to be derived from accepted scientific methods and 
based on evidence that is reliable and valid (Vallabhajosula & van Gorp, 
2001). Such guidelines are currently being considered for use in the UK legal 
system also (Science and Technology Committee, 2005).
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urrent Outlook on Malingering
Intense debate surrounds the concept of malingering. This primarily focuses 
on the existence of malingering as a classification, and the role of the clinician 
in the detection of malingering.
Malingering classification
Pankratz and Erickson (1990) call for the abolition of malingering as a 
classification entity because, ‘...it is a weak diagnosis of exclusion that serves 
to justify the denial of treatment and benefits ...[if a positive diagnosis is 
made]...were it not for some medico-legal expectations, we could do without 
the diagnosis entirely’ (p. 381). However, whilst acknowledging the 
unacceptability of a false positive classification, their argument appears 
obsolete because in reality there is a medico-legal system, which necessitates 
clinician expertise on the illness or injury a person claims, as well as the 
veracity of the symptoms. Ample research findings indicate that malingering 
is a credible entity, particularly in the context of financial gain (e.g. Carroll, 
Cassidy & Holm et a/., 2004). Furthermore, deception is a form of social 
behaviour that all people engage in at some point. Therefore, there is no 
reason to assume deception is any less common in healthcare (Bass & 
Halligan, 2007; Vrij, 2000). In fact, one US study found that 37 percent of 
physicians had ‘sometimes’, ‘often’, or ‘very often’ been asked to deceive 
health insurance companies by their patients (Wynia, Cummins & Van Geest 
et al., 2000).
Role of the clinician
There is also division in clinicians’ attitudes toward their role in the 
assessment of malingering. Some argue that their role is not to investigate or 
detect malingering but is instead to provide care, empathy and understanding, 
and give priority to trusting patients. Assessing for malingering may 
jeopardise this caring stance (Felthous, 2006; Adetunti, Basil & Mathews et 
al., 2006). However, other clinicians argue that they must step up to the 
challenge of difficult classifications such as malingering. They argue clinicians 
have a responsibility to represent not only the needs of individual client, but
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also the needs of society as a whole considering the increased financial and 
social costs of malingering (Samra & Koch, 2002). Weight (1998) sums up 
succinctly by arguing the classification of malingering should “ultimately be in 
the best interest of the patient, the clinician, legal consultant and society” (p. 
621, italics not in original). Meeting the needs of each is the challenge faced 
by clinicians in their professional role.
Moral and clinical debates aside, the serious consequences of malingering 
have led many clinicians to assess for it as part of routine practice. One 
clinical area where this has become commonplace is neuropsychological 
assessment. The National Academy of Neuropsychology (NAN) in the US 
recommends routinely assessing for malingering during all neuropsychological 
assessment and particularly in assessment of TBI under medico-legal 
circumstances, where external gains are obvious and increasingly generous 
(Bush, Ruff & Troster et al., 2005). This practice is not widespread in the UK, 
although perhaps more so in forensic settings. However, at a recent post 
qualification day on Symptom Validity Testing held by the British
Psychological Society (BPS), Dr Neil Brooks, a leading US expert in 
malingering described the training day as a ‘turning point in British
neuropsychological practice’ (Division of Neuropsychology, 2006, p. 1,).
Compensation Seeking after Traumatic Brain Injury
It is estimated that in the UK, one million people attend accident and 
emergency each year with TBI. About 25 percent of these people are
admitted to hospital. Of those admitted to hospital, 85 percent (212,500
people) will have sustained mild TBI, 10 percent (25,000 people) moderate 
TBI, and 5 percent (12,500 people) severe TBI. The majority of these injuries 
result from road traffic accidents (RTAs) and a smaller proportion are due to 
domestic or industrial accidents, sporting incidents or violence (Department of 
Work and Pensions, 2008). A significant number of these individuals become 
involved in compensation as a result of their injuries, and as a consequence
33 Symptom Validity Testing is a malingering detection strategy which will be discussed further 
in the introduction.
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are often required to undergo a neuropsychological evaluation before court 
proceedings (Forest, Allen & Goldstein, 2004).
Moderate to severe TBI
In moderate34 to severe35 TBI, neuropsychological assessment often reveals 
unquestionable evidence of cognitive impairment. This, added to observable 
evidence from computerised tomography (CT) or magnetic resonance imaging 
(MRI) scans, and ecological evidence such as difficulties in physical 
functioning, speech, and psychosocial abilities usually serve to confirm an 
individual's case within a medico-legal context (Guilmette, Kennedy & Weiler 
et al., 2006). In these situations, convincing insurers and the court of the 
negative effects of TBI may not be difficult (Speed, 1989).
Mild TBI
For those individuals who have experienced mild36 TBI the situation can be 
quite different. In contrast to the ‘hard’ neurological evidence found in 
moderate or severe TBI, individuals who have suffered mild TBI frequently do 
not have physical evidence to put to the court in order to support their claim. 
Therefore, data from neuropsychological assessment is often used to deduce 
mild cognitive impairment and may become a primary source of evidence to 
support or dispute claims for compensation following mild TBI (Farkas, 
Rosenfeld & Robbins et al., 2006; Guilmette et al., 2006).
34 Moderate TBI: Loss of Consciousness (LOG) for longer than 30 minutes, Glasgow Coma 
Scale (GCS) Score 9-12 points, Post Traumatic Amnesia (PTA) less than 24 hours (Lucas & 
Addeo, 2006).
35 Severe TBI: LOG for longer than 30 minutes, GCS 8 points or less, PTA longer than 24 
hours (Lucas & Addeo, 2006).
36 Mild TBI: LOG for 30 minutes or less, GCS 13-15 points, PTA less than 1 hour (Lucas & 
Addeo, 2006).
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The potential to malinger
In circumstances of compensable mild TBI, there is at least the potential to 
malinger. There is clear external benefit from being increasingly impaired and 
consequently an individual may intentionally produce or exaggerate physical 
or psychological symptoms for external gain such as increased financial 
compensation (Bass & Halligan, 2007; Slick et al., 1999). Therefore, the 
presence of external incentives clearly deserves consideration for its potential 
motivational effect on symptom production in TBI (Bianchini, Curtis & Greve, 
2006; Martelli, Zasler & MacMillan, 1998). Furthermore, although 
neuropsychological tests are generally objective, reliable and valid, 
neuropsychological test results may be vulnerable to malingering due to their 
dependence on a person’s co-operation, effort and motivation (Aronoff, 
Mandel & Genovese et al., 2007). In fact, the Daubert Guidelines in the US 
legal system require neuropsychological test results to be validated through 
the administration of effort or malingering tests in conjunction with 
neuropsychological tests (Aronoff et al., 2007).
Studies of Malingering in Mild TBI
British neuropsychologist Henry Miller provoked controversy by publishing 
lectures which theorised that lingering symptoms of mild TBI could be 
explained by malingering (Miller & Cartlidge, 1972). He reported that most 
people seeking compensation after originally suffering from mild TBI returned 
to work shortly after their case was settled. He also asserted that there was a 
counterintuitive relationship in compensable injury where the milder the injury, 
the worse the symptoms. Miller’s controversial claims sparked a host of 
research attempting to address his theory.
Green, Iverson & Allen, (1999) compared those with mild TBI to those with 
moderate to severe TBI involved in compensation seeking on the Word 
Memory Test (Green, Allen & Aster, 1996), an established malingering test. 
They found that those with less severe TBI performed significantly worse than 
those more severely injured. Greiffenstein and Baker (2006), in a 
retrospective study of performance by a cohort of compensation seekers,
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found that those with minor TBI produced more atypical symptoms and 
demonstrated poorer performance than those who were severely injured on 
self-report measures and standard tests of malingering such as the Test of 
Memory Malingering (TOMM) (Tombaugh, 1997). In fact, the majority of 
research has found that those in a medico-legal context with minor 
compensable injuries report more atypical symptoms than severely brain 
injured litigants, and more problems than non-compensation seeking mild TBI 
patients (e.g., Bianchini et al., 2006; Davis, King & Klebe et al., 
1997; Greiffenstein, Baker & Gola, 1994; Kelly, Baker & van den Broek, 2005; 
Miller & Donders, 2001).
In other outcome research, a longitudinal evaluation of the relationship 
between compensation seeking status and return to work status found that 
those patients seeking or receiving financial compensation took longer to 
return to work than did people who were not in compensation (Reynolds et al.,
2003). However, these findings may be explained by the possibility that those 
in compensation were actually more severely injured than those not in 
compensation and therefore took longer to return to work. Kelly and Smith 
(1981) found that few of their TBI clients returned to work subsequent to their 
settlement. Mendelson (1995) also reported that 75 percent of those seeking 
compensation in eight studies of post-compensation outcome were still not 
working 23 months after compensation settlement.
The general conclusion made by studies when poor performance is observed 
in mild TBI is that that financial gain may have been a motivating factor. 
However the results might be explained by a number of other factors. It could 
be that atypical symptoms of mild TBI prompted compensation-seeking 
behaviour in some of these studies or that those with mild TBI in medico-legal 
settings had more severe symptoms than their non-compensation seeking 
counterparts. Considering that difficulties with insight is a documented 
problem in severe TBI, it may also be that they were less aware of their 
deficits than people with milder injuries (Burridge, Huw Williams & Yates et al., 
2007). This may reduce the likelihood of those with more severe TBI’s
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highlighting relevant problems. The mere involvement in medico-legal 
circumstances may also be a significant stressor and may potentially have an 
effect on test outcome. Finally, study limitations such as the use of different 
neuropsychological tests between studies, and contradictions in classification 
systems for mild, moderate and severe TBI could also explain at least some of 
the reasons behind the differences in symptom endorsement (Aronoff et al., 
2007). Nevertheless, alternative factors and limitations aside, considerable 
evidence would indicate the presence of some conscious symptom distortion 
or exaggeration and a lack of complete effort in neuropsychological and 
malingering tests in some individuals involved in medico-legal proceedings.
Assessment of Malingered Neuropsychological Impairment
With malingering clearly a potential factor in neuropsychological assessment 
of TBI under medico-legal circumstances, the challenge for the clinician lies in 
its accurate assessment. However, it is apt at this point to note that the 
function of a neuropsychological assessment of TBI, regardless of the context, 
is to evaluate the nature of the injury and to understand the full extent of its 
effects. An individual is not usually being assessed specifically for 
malingering although some tests for malingering are recommended as part of 
the assessment (Lucas & Addeo, 2006). When malingering is of concern, the 
clinician’s priority is an accurate classification.
Recent guidelines
Recent definitions and guidelines have been produced specifically for the 
assessment of malingered neuropsychological impairment, which aim to 
reduce the likelihood of a false positive classification. Slick et al., (1999) 
define malingered neuropsychological impairment as ‘the volitional 
exaggeration or fabrication of cognitive dysfunction for the purpose of 
obtaining substantial material gain, or avoiding or escaping formal duty or 
responsibility’ (p. 552). They established four criteria which must be met, and 
can be summarised as:
a) the presence of a substantial external incentive,
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b) evidence from neuropsychological testing,
c) evidence that self-report is discrepant with e.g., history or known patterns 
or dysfunction, and
d) that behaviours meeting the necessary criteria from Criteria b or c are not 
fully accounted for by psychiatric, neurological or developmental factors.
These criteria are arguably similar to the DSM-IV-TR criteria, however the 
authors provide broader explanations of each criteria and created categories 
for malingered neuropsychological impairment including ‘definite’, ‘probable’ 
and ‘possible’ malingered neuropsychological impairment in an attempt to 
move away from ‘all-or-nothing’ classification systems. However, they 
acknowledge that qualifiers such as ‘possible’ and ‘probable’ malingering may 
be easier to use in research than in legal settings where discrete categories 
are preferred. The authors also provide numerous discussions, 
considerations and caveats when considering a classification of malingering 
(for a full review, see Slick et al., 1999).
Aronoff et al., (2007), provide the most recent neuropsychological assessment 
guidelines which appear to integrate much of Slick et al’s., (1999) criteria and 
recommendations. However, they go further to improve the thoroughness of 
the assessment (Iverson, 2007). They were also some of the first authors to 
provide clear guidelines on how a clinician should document concerns about 
malingering in a report, demonstrating a clear move away from debates about 
the existence of malingering, toward the 'how to' of malingering assessment 
that clinicians require on a day-to-day basis (for a full review, see Aronoff et 
al., 2007). Criticisms of these recommendations primarily centre on the fear 
that following them will still lead to a false positive classification (Iverson, 
2007). However, the authors seem to remain conservative in their 
recommendations, for example, stating that:
a) failure on a malingering test is not absolute confirmation of malingering 
and passing a malingering test does not ensure a client is not malingering,
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b) even if a person is thought to be malingering, a co-existing neurological 
disorder may still be present,
c) no single malingering test provides perfect specificity and therefore, if 
unsure, it is better not to risk a false positive classification and
d) the reality of malingering assessment is complex and a clinician should 
withstand the pressure to offer an opinion of ‘malingering’ or ‘not 
malingering’ regardless of the needs of the referral source if unsure.
Aronoff et al., (2007) also highlight two essential aspects of the assessment 
crucial to reducing the possibility of a false positive classification. First, the 
diagnosis of malingering should never be made without excluding alternative 
explanations for the presenting symptoms. Second, they insist on the 
incorporation of objective data due to the unreliability of clinical judgement 
alone. These two issues will be considered in turn. The latter will take 
primary focus for the remainder of this literature review.
Alternative explanations for poorer outcome on tests
Failure to consider alternative explanations could result in excessive false 
positive classifications. Important variables that should be taken into 
consideration during assessment of compensable mild TBI include:
a) The knowledge that TBI does not produce a unique pattern of cognitive 
impairments, huge performance variability is found within TBI severity 
groups, and different cognitive functions recover at different rates (Lucas & 
Addeo, 2006).
b) The individual may be suffering from a distinct or co-morbid Somatoform 
disorder, for example, Somatisation or Conversion disorder (APA, 2000). 
Both disorders are distinct from malingering in terms of motivation 
(unconscious rather than conscious) and incentive (internal rather than 
external). Factitious disorder is also very similar to but still distinct from 
malingering. Both encompass the intentional production of physical signs 
or symptoms but the motivation for the behaviour in Factitious Disorder is 
thought to be the sick role or internal, rather than for any external incentive
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(APA, 2000). If any of these disorders are thought likely, then malingering 
cannot be classified (APA, 2000).
c) The individual may be suffering from other mental health difficulties such 
as Depressive Disorder. Here, symptoms may include reduced memory, 
increased irritability, pain and fatigue, reduced efficiency and effectiveness, 
cognitive slowing and diminished motivation (APA, 2000). These may 
exacerbate genuine mild TBI symptoms and lead to a classification of 
malingering (Iverson & Binder, 2000).
d) The medico-legal system is perceived to be an adversarial setting by 
many, where assessment inherently questions the validity of people’s 
claims, probes their integrity and credibility and ultimately leaves people 
feeling that they have to ‘prove’ the severity of their disability by 
emphasising its negative effects (Rogers & Payne, 2006). It seems crucial 
then, that the clinician make a distinction between ‘proving a disability’ and 
‘outright malingering’.
Objective Malingering Tests
The use of objective data is recommended in the assessment of malingering 
because it is thought to be substantially more reliable than basing judgement 
on clinical ability alone (Grove & Meehl, 1996). Furthermore, under the 
Daubert Guidelines in the US, the legal system will only accept expert 
testimony derived by reliable and valid scientific methods (Vallabhajosula & 
van Gorp, 2001). With this in mind, over the past 10 years there has been a 
surge of research into the validation of objective tests of malingering for use 
by clinicians in neuropsychological, as well as mental health and forensic 
settings. Currently the malingering measures being researched fall into 
approximately three categories including, malingering-specific tests, common 
neuropsychological tests and self-report measures. The former two 
categories are usually performance-based malingering tests and the latter is 
interview-based.
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Malingering-specific cognitive tests
Malingering-specific tests of cognitive impairment are categorised into six 
groups according to the detection strategy used (for a full discussion see 
Rogers, Harrell & Liff, 1993). Briefly, the detection strategies include:
Floor Effect: This detection strategy maintains that an individual claiming 
impairment should not score in ranges below that which a very impaired 
person has been shown to score well. The Rey 15-item Memory Test (Rey, 
1964) is an example of a floor effect strategy (see Appendix A for a 
description of this test).
Performance Curve Strategy: This strategy asserts that malingerers will not 
take into account differences in item difficulty when deciding which items to 
fail. Therefore, it is hypothesised that malingerers can be detected by 
comparing their performance curve of passed and failed, easy-to-difficult 
items.
Magnitude of Error Strategy: This strategy proposes that answers closer to the 
truth (near misses), are more likely of malingerers. The theory suggests that 
malingerers who know the correct answer and suppress a truthful response 
reveal their deception by answering close to the correct answer.
Symptom Validity Testing Strategy (SVTs): SVT’s attempt to detect 
malingerers by identifying a response style that is significantly worse than 
would be achieved by chance. SVT’s are thought to be the best validated 
detection strategy for feigned cognitive impairment, however simulation 
studies have shown that few simulating malingerers score significantly below 
average (Rogers et al., 1993). The Test of Memory Malingering (TOMM) 
(Tombaugh, 1997) is an example of an SVT37.
37 The TOMM will be discussed in the method section of this paper.
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Atypical Presentation Strategy: This strategy looks for significant variation in 
test performance on two or more tests of the same ability, or repeated 
administrations of the same test.
Psychological Sequelae Strategy; This strategy argues that neurological and 
neuropsychological disorders or deficits are frequently accompanied by known 
psychiatric symptoms and malingerers may report these at elevated levels. 
Research into this strategy is limited at this stage (Aronoff et ai, 2007).
Creating gold-standard malingering tests
Rogers (1990) suggests that in order to be used as a ‘gold-standard’ 
malingering detection strategy, the above detection strategies must be 
successful in the discrimination of malingerers across multiple designs, 
methods of assessment and clinical groups as discussed below.
a) Multiple designs: Detection strategies must discriminate malingering 
groups using simulation and ‘known-group’ designs. Simulation design is 
the validation of detection strategies using participants who simulate the 
symptoms of the clinical condition of interest (Rogers, 1997). ‘Known- 
group’ designs study the performance of those ‘at risk’ of malingering, for 
example, those with mild TBI in medico-legal settings. Compared to 
simulation design, ‘known-groups’ design is thought to increase real-world 
generalisability because the research is typically conducted in clinical 
settings relevant to malingering. However, the primary difficulty in this 
research is the reliable and accurate classification of the ‘at risk’ 
malingering group (Rogers, 1997).
b) Different methods of assessment: In terms of neuropsychological 
assessment, detection strategies must be usefully administered using 
different methods, for example, computerised as well as paper-and-pencil 
test versions.
c) Cross-validation on diverse clinical samples. It is thought that successful 
use of a detection strategy across different clinical samples might help to
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rule out alternative explanations for extreme scores (Greve & Bianchini,
2004).
The most common tests of malingered cognitive impairment presented to US 
courts include the TOMM (Tombaugh, 1997), the Rey 15-Item Memory Test, 
(Rey, 1964) and the Validity Indicator Profile (VIP) (Frederick, 2003; see 
Appendix A for details of the VIP)
Common neuropsychological assessments
The use of established neuropsychological assessments is now being 
considered in the assessment of malingering, for example, the Finger Tapping 
Test (Reitan & Wolfson, 1993), (Arnold, Brauer Boone & Lu et al., 2005) and 
the Digit Span Scores of the Wechsler Adult Intelligence Scale -  III (Wechsler, 
1997a), (Babikian, Brauer Boone & Lu et al., 2006). Meyers and Volbrecht 
(2002) used a number of established neuropsychological tests including the 
Trail Making Test (Reitan & Wolfson, 1985) and the Rey Complex Figure Test 
and Recognition Trial (Meyers & Meyers, 1995) to differentiate groups of 
compensation seeking and non-compensation seeking TBI patients, and 
simulating malingerers. They found that the combination of tests was able to 
differentiate between those who were seeking compensation and those who 
were not, as well as simulating malingerers with high sensitivity38 (.83) and 
perfect specificity39 (1.0).
Established neuropsychological tests have a number of advantages including 
increased timesaving in terms of the development of tests and the ability to
38 Sensitivity refers to the proportion of respondents who are malingering who have been 
correctly identified as malingerers by that specific test or procedure (Farkas et al., 2006).
39 Specificity refers to the proportion of honest respondents who are not malingering who have 
been correctly identified as non-malingerers by that test or procedure (Farkas et al., 2006). In 
objective tests of malingering, greater specificity is valued over greater sensitivity because it 
decreases the likelihood of a false positive classification (Bianchini, Greve & Glynn, 2005). 
Levels of acceptable sensitivity and specificity vary across malingering studies, however it is 
generally accepted that >.9 is excellent, >.8 is good, >.7 is acceptable with anything below this 
generally thought to be unacceptable (O’Bryant & Lucas, 2006)
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compare results with expectations based on a wealth of published literature. 
Furthermore, these assessments may be better placed to assess the 
consistency of performance between and within tests over reassessment, 
tapping the atypical detection strategy discussed previously (Reitan & 
Wolfson, 1997). Suhr and Gunstad, (2000) highlighted concerns about the 
ability of neuropsychological tests to provide adequate sensitivity whilst 
remaining specific to malingering. However, the study example provided 
above by Meyers and Volbrecht (2002) offers evidence that combinations of 
neuropsychological tests can provide very high levels of specificity.
Malingering self-report measures
One of the most commonly used self-report measures of malingering is the 
Structured Interview of Reported Symptoms (SIRS) (Rogers, Bagby & 
Dickens, 1992) which assesses malingered psychotic symptoms. Similarly, 
the Minnesota Multiphasic Personality Inventory-2 (MMPI-2) (Butcher et al., 
1989) can be used to evaluate known, suspected or disputed 
neuropsychological dysfunction and psychopathology, although it was not 
specifically developed as a malingering measure. Several studies have 
suggested that individuals with mild TBI have higher elevated MMPI-2 profiles 
than patients with more severe TBI in the presence of medico-legal 
circumstances (e.g., Hoffman, Scott, & Emick etal., 1999).
There is controversy about utilisation of assessments of psychopathology 
during neuropsychological evaluation because people who malinger 
symptoms of TBI often emphasise cognitive symptoms rather than severe 
psychiatric illness (Gass, 2000; Greiffensiten, Gola & Baker, 1995). However, 
there are very few self-report malingering measures of cognitive symptoms 
available. One cognitive self-report measure has been used successfully in 
the detection of malingering in mental illness is the Cognitive Dysfunction 
Questionnaire (CDQ) (McMenamin, unpublished doctoral thesis). This may 
also prove useful in the detection of malingered cognitive impairment in TBI. 
However, one caveat to the use of self-report measures irrespective of their 
clinical focus is that research indicates that even those with genuine injury and
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illness can at times endorse fake and rare symptoms which are usually 
present in self-report measures of malingering (Piedmont, McCrae & Riemann 
etal., 2000).
Problems in the Creation of Objective Malingering Tests
Whether performance or interview-based, methodological difficulties plague 
the development of empirical instruments designed to detect malingering. c
Heterogeneity of malingerers
Iverson (1995) found that when people were asked to simulate memory 
deficits on a set of tasks, they later reported simulating memory deficits such 
as poor cooperation, aggravation and frustration, slow response times, 
frequent hesitations, general confusion and total amnesia. The creation of 
one detection strategy sensitive to such a variety of presentations seems 
almost impossible and the use of a single detection strategy is though to be 
inappropriate. To offset the problem of heterogeneous malingering strategies, 
the use of multiple detection strategies seems preferable and has been 
recommended in recent classification models (e.g., Slick ef al., 1999; Aronoff 
etal., 2007).
Problems with multiple tests
Integrating results from multiple detection strategies such as both 
performance and interview-based methods may offset the limitations of a 
single test and improve the predictive validity of a malingering classification 
(Aronoff et al., 2007; Greve & Bianchini, 2004; Rogers, 1990; and Slick et al., 
1999). However, due to the heterogeneity of malingering strategies, a person 
may fail one malingering test but not another which creates difficulties in 
making decisions about classification. Rosenfeld, Sands and van Gorp (2000) 
support the notion of combining tests that are independent of one another so 
that an incorrect classification on one test does not increase the likelihood of 
incorrect classification on another. Conversely, individuals would not have to 
produce malingering indicative scores on every component of a battery to be
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classified. However, little is understood about how to combine scores across 
independent malingering tests and research into this possibility is limited.
Recent Advances in Malingering Assessment
More recent advances in the detection of malingering have focused on the 
‘number of errors made' and reaction times on cognitive tasks.
‘Error’ and ‘Reaction time’ detection strategies
Increased errors and longer reaction times on simple cognitive tests may 
accurately distinguish malingerers. Using error rate and reaction times, the 
straightforward Test of Variables of Attention (TOVA) (Greenberg, Leark & 
Dupuy et al., 1996) has successfully distinguished malingerers from those with 
genuine TBI in simulation (Leark, Dixon & Hoffman et al., 2002) and known- 
group design (Henry, 2005). A further known-group design found that the 
Trail Making Test (TMT) (Reitan, 1958) was useful in distinguishing between 
suspect malingerers and those with moderate to severe TBI on both error rate 
and reaction time (Ruffolo, Guilmette & Willis, 2000). However, the authors 
cautioned that the TMT may be sensitive to the effects of TBI, likely due to its 
use as a test of neuropathology. Therefore, if error and reaction time are to 
be useful in the detection of malingering, tests need to be insensitive to such 
pathology (Lezak, 2004).
Potential ‘error’ tasks
A task that may be useful in the discrimination of malingerers versus non- 
malingerers on errors might be one based on Line Bisection Tests which 
detect the relatively rare phenomenon of visual neglect (Schenkenberg, 
Bradford & Ajax, 1980). These tests are very simple and errors are negligible. 
Therefore, they may be insensitive to TBI symptoms and possibly useful as a 
floor effect strategy. Recent research using a computerised Line Bisection 
Task (cLBT), found it successfully discriminated malingerers of mental illness 
in simulation research (Minoudis, unpublished research). It has not been used
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in the detection of malingered TBI40.
Potential ‘error and reaction time1 tasks
The cognitive function ‘attention’ is generally considered to be negatively 
affected by TBI (Lucas & Addeo, 2006). However, although research is 
mixed, it is thought that pre-attentive processing may be relatively preserved 
after TBI (e.g. Polo, Newton & Rogers et al., 2002). Pre-attentive processing 
is considered to be analogous to automatic reflexes, requiring no conscious 
input bar sensory input (Garety & Freeman, 1999). Therefore, tests of pre- 
attentive processing may be useful in the detection of malingering because of 
their face validity as tests of general attention. The pop-out paradigm is a test 
of pre-attentive processing (Treisman & Souther, 1985). The ‘pop-out’ 
paradigm incorporates two tasks. Task A includes a target stimulus presented 
within a field of homogenous distracter’s, which ‘pops-out’ and can be 
identified quickly, without effortful searching. Individuals with ‘normal’ 
functioning are expected to perform Task A with negligible errors and reaction 
times (Treisman & Souther, 1985). In Task B, the target stimulus is not 
present and therefore, the ‘pop-out’ effect disappears. Some increased error 
and reaction times may be expected but this remains small41. A computerised 
task based on this paradigm has been successfully used to detect malingering 
in mental illness using both error and reaction time scores (McMennimen, 
unpublished doctoral thesis). Therefore, it may also be useful in the detection 
of malingering in TBI.
Computerised malingering tests
Other recent advances include the use of computers in the assessment of 
malingering. Computerised tasks facilitate the recording of both reaction time 
and response accuracy (Green & Iverson, 20,01). Other advantages include 
increased consistency and objectivity in administration and scoring, the ability
40 However, in the assessment of malingered TBI, neurological evidence would also have to 
confirm that the respondent did not have lesions observed in visual neglect before such a task 
could be used.
41 A full discussion of the pop-out task is presented in the method section.
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to generate numerous alternative testing forms suitable for repeated 
assessment, exact stimulus control, the ability to track subjects’ responses, 
increased cost efficiency in testing, and the ability to develop large and 
accurate databases, (Gualtieri & Johnson, 2006). Indeed, they have been 
successfully used to improve detection of malingered symptoms and 
outperform some traditional measures (Willison & Tombaugh, 2006). 
However, the use of computerised malingering tests is relatively new and 
requires further research.
Qualitative research findings
Research has generally focused on quantitative analyses in malingering 
detection and there has been very little qualitative investigation into the 
strategies’ malingerers use to fake TBI (Iverson, 1995; Nagle, Everhart & 
Durham et al., 2006). Simulating malingerers have been found to frequently 
fail autobiographical items (Wiggins and Brandt, 1988), recognition memory 
tasks (Binder, Villanueva, & Howieson et al., 1993), basic sensory perceptual 
tasks (Trueblood & Schmidt, 1993) and strategies consistent with ‘near 
misses’ (Nagle et al., 2006) when in reality such deficits are far from expected 
in TBI. Further information on the strategies people used to fake clinical 
presentations such as TBI allows for the possible formation of new detection 
strategies.
Research Summary
Research supports the use of a battery of tests to evaluate malingering (e.g. 
Aronoff et al., 2007; Slick et al., 1999). A computerised battery incorporating a 
self report interview of cognitive symptom validity, a possible floor effect 
strategy and performance based tasks to assess error and reaction time on a 
task of pre-attentive processing, would include a number of the most reliable 
and recently developed methods for the detection of malingering TBI. Further 
qualitative investigation into the strategies used by malingerers is needed.
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Objectives and Hypotheses
Objectives
The primary aim of this study is to assess the utility of a Computerised Multi­
modal (performance and interview based) Malingering Battery comprising a
number of independent tests including:
a) a computerised self-report interview (CDQ) of a variety of symptoms 
including both very rare and fake symptoms of cognitive problems, and,
b) computerised performance tasks (the cLBT and pop-out task) intended to 
have face validity as being difficult but which are known to have low error 
rates and short response times.
Specific hypotheses
1) The malingering group will perform significantly worse than TBI or healthy 
control groups on the independent malingering tests.
2) It will be possible to combine some or all of the independent test scores to 
derive an overall Computerised Multi-modal Malingering Battery (CMMB) 
‘metric score’.
3) A Receiver Operating Curve (ROC) analysis on this metric score will lead 
to a statistically significant ability to discriminate between the TBI group 
and the malingering group.
4) The malingering group will demonstrate significantly poorer performance 
than healthy controls and TBI groups on the TOMM (Tombaugh, 1997), a 
standardised test of malingering.
5) The overall Computerised Multi-modal Malingering Battery metric score will 
not correlate demographic variables such as age, estimated IQ, self- 
reported psychiatric symptoms in the TBI or malingering group or injury 
variables in the TBI group.
221
Research Dossier
Secondary aim
The strategies used by simulating malingerers will be explored using 
qualitative feedback.
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Method 
Design
Rogers (1997) considers simulation designs to be the ‘gold standard’ in 
malingering research because they allow for well-controlled experimental 
manipulation of variables and systematic group comparison. In simulation 
designs participants in the experimental group (simulating malingerers) are 
provided with instructions to malinger on assessment measures. Participants 
in the control group are given standard instructions to be as honest as 
possible on assessment measures. The difficulty with the design is in 
generalisability to real-world situations although inclusion of an additional 
clinical comparison group who represent the symptom patterns and level of 
impairment seen in clinical settings can help overcome this problem (Rogers, 
1997). A 3-group standard simulation quasi-experimental design is used in 
this study to compare a simulating malingering group, a diagnosed Traumatic 
Brain Injury (TBI) group and a healthy control group.
Sample Size
A priori power analysis42 suggested the appropriate sample size for one-way 
analysis of variance (ANOVA) with three groups would be 66 participants to 
yield results with a large effect size43 (F = 0.4; a = .05; (3 = 0.8).
Recruitment of participants
The procedure for recruitment of participants to the TBI group was different to 
recruitment for the malingering and healthy control groups. Therefore both 
procedures are described separately below.
42 This was performed using the programme G*Power 3 (Paul, Erdfelder & Lang et al., 2007).
43 Previous research has found large effect sizes in simulation experimental designs (e.g., 
Bianchini etal., 2006; Greiffenstein etal., 1994; 2006).
X
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Simulating malingering and healthy control groups
Participants were recruited using opportunity sampling. Potential participants 
were provided with an information sheet (Appendix B). If in agreement to 
participate, a time and place was organised to complete the research.
Traumatic Brain Injury group
Participants were recruited via NHS psychologists specialising in 
neuropsychology, and charitable organisations providing specialist day care 
for people with TBI’s in southern England. Figure i illustrates the procedure 
for recruitment of participants. Where possible, research was completed in 
rooms at the NHS psychologists place of work, or at the charity. If this was 
not possible, the research was completed at the participant's home with 
agreement from the participant and either the NHS psychologist or charity 
manager.
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Figure i: Recruitment ofTBI group
NHS psychologists and charity managers were 
contacted via telephone with details of the proposed 
study Most NHS psychologists (5/6) and charities 
(5/7) approached took part. Those who agreed to 
take part were provided with inclusion criteria (see 
Table 1)
Of the143 potential participants approached the 
NHS psychologists and charity managers, 60 
refused, leaving 83 potential participants.
Contact details for those who agreed to take part 
were given to principal researcher.
NHS psychologists and charity managers 
approached 143 potential participants with an 
information sheet about the study (Appendix C)
Ethical approval was granted to include participants 
with epilepsy to increase sample size to the required 
number. When participants with epilepsy were 
included, the study over-recruited to the TBI group.
The principal researcher then contacted the 83 
potential participants via telephone to discuss the 
study further, and to confirm inclusion criteria. No 
potential participant refused, however many were 
excluded due to having eoileosv.
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Table 1: Participant inclusion criteria
Simulating Malingering and 
Healthy Control Groups
TBI Group
English as a first language English as a first language
No history of TBI Documented TBI (NOT an open head 
injury. Details of Glasgow Coma 
Scale Score, length of time 
unconscious, and length of post- 
traumatic amnesia)
No learning disability No learning disability
No history of dyslexia or other reading 
difficulty
No history of dyslexia or other reading 
difficulty
No history of neurological disease 
e.g. stroke
No history of neurological disease 
e.g., stroke
No neuro-degenerative condition No neuro-degenerative condition
No visual impairment not corrected by 
glasses/contact lenses
No visual impairment not corrected by 
glasses/contact lenses
Able to provide consent Able to provide consent
Aged >18 Aged >18
Measures
Demographic data were collected on participants, and participants were 
assessed for IQ and self-reported psychiatric symptoms before the 
malingering assessments were administered. Discussion of the assessments
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used will follow. Those assessments administered via computer will be 
indicated.
a) Demographic information sheet
This included details of the age, sex, ethnicity, educational attainment (no 
qualification, GCSE level, ‘A’ level, Graduate, Post-graduate) and employment 
status (employed or unemployed), as well as details of the injury sustained by 
TBI participants (Appendix D).
b) Assessment of estimated IQ
Wechsler Test of Adult Reading (WTAR) (Wechsler, 2001): The WTAR44 is a 
test of pre-morbid IQ comprising 50 infrequently used words that participants 
were asked to pronounce aloud to the best of their ability. It has been co- 
normed against the Wechsler Adult Intelligence Scale III (WAIS-III) (Wechsler, 
1997a), and the Wechsler Memory Scale III (WMS-III) (Wechsler, 1997b).
c) Assessment of reported psychiatric symptoms
Depression, Anxiety, Stress Scale -  21 item short version (DASS-21) 
(Lovibond & Lovibond, 1995): The DASS-21 is a self-report questionnaire 
comprised of three scales with seven items per scale, designed to measure 
states of depression, anxiety and stress (Appendix E). Participants were 
asked to use a 4-point scale to rate the extent to which they had experienced 
each state over the past week from (0) ‘Did not apply to me at all', to (3) 
‘Applied to me very much, or most of the time’. Scores for Depression, 
Anxiety and Stress were calculated by summing the scores for the relevant 
items. A study providing UK normative data for the DASS found that it has 
excellent reliability, and adequate convergent and discriminant validity 
(Crawford & Henry, 2003).
44 Copyright restrictions mean that an example of the test cannot be provided in the 
Appendices.
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d) Standardised measure of malingering
Test of Memory Malingering (TOMM; Tombaugh, 1997): The TOMM45 is an 
example of a symptom validity test (SVT). It is a visual recognition test where 
an individual is exposed to 50 pictures of common objects for three seconds 
each. They are then given a two-alternative forced choice response where 
they have to choose the original picture from two pictures including a new 
picture and the one they saw previously. The assessment is administered 
twice. The TOMM has achieved good levels of sensitivity and excellent 
specificity with clinically diverse samples, and in different experimental 
designs (e.g. Greve, Bianchini & Black et al., 2006). The TOMM ranks very 
highly on face validity and seems unaffected by age, education, moderate 
cognitive impairment, or psychiatric symptoms (Rees, Tombaugh & Gansler et 
al., 1998; Ashendorf, Constantinou & McCaffrey, 2004). In fact, out of the 
three most commonly used tests of malingered cognitive deficit, the TOMM is 
thought show most ‘considerable promise' in meeting the Daubert standard for 
admissibility of scientific evidence when assessed by Vallabhajosula & van 
Gorp (2001, p. 214). The TOMM was presented to all participants in order to 
externally validate the malingering status of the simulating malingering group, 
and the honest responding status of the TBI and healthy control groups. As 
with all current literature on malingering, recommended cut-off scores for 
malingering remain unreported for test security (Bauer & McCaffery, 2006).
e) Cognitive Dysfunction Questionnaire (CDQ) (Coxell, unpublished 
questionnaire, 2004)
The CDQ is a computerised self-report questionnaire which was developed by 
Adrian Coxell46. It comprises 69 cognitive symptoms of which a number of 
items are extremely rare or fictitious, and the remaining symptoms are known
45 Copyright restrictions mean that an example of the test cannot be provided in the 
Appendices.
46 The CDQ was generated by Adrian Coxell from a review of literature and instruments on 
perceptual dysfunction (e.g., Bunney, Hetrick & Bunney et al., 1999), and fake and rare 
malingered symptoms (e.g., Hall & Poirier, 1999; Lezak, 2004; Lishman, 1997; Miller, 2001; 
Resnick & Harris, 2002; Wiggins & Brandt, 1988; Wildman & Wildman, 1999).
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to be reported in the general population. Participants’ were asked to consider 
whether they had experienced any of the 69 symptoms in the past three 
months and to respond by pressing the relevant computer key marked ‘Yes’, 
‘No’ or ‘Not sure’. If participants answered Yes’ to any items, these items 
were followed up with questions on the frequency (1) ‘Only once’ to (6) ‘All of 
the time’ and distress (1) ‘Not at all’ to (5) ‘Severely distressing’ of the 
symptoms (see Appendix F for paper copy). The questionnaire is made up of 
six indices which the computer automatically sums after completion. The 
indices include:
i. CDQ total score (total number of items indorsed),
ii. CDQ frequency score (how frequently problem occurs),
iii. CDQ distress score (how distressing the problem is),
iv. CDQ ‘not sure’ score (how many ‘not sure’ answers were given),
v. CDQ ‘fake and rare’ score (number of fake and rare items endorsed),
vi. CDQ combined formula score (see data analyses section for formula).
f) Computerised Line Bisection Task (cLBT)
The cLBT was devised by Adrian Coxell and is based on the Line Bisection 
Test (Schenkenberg et al., 1980). The task consists of 16 consecutive 
presentations of a pair of horizontal lines on a computer screen. In each 
presentation, the pair of lines are of varying lengths and both are bisected at 
varying points by a vertical line. The task required participants to identify 
which one of the pair of horizontal lines was bisected closest to its midpoint by 
the vertical line (see Appendix G for paper copy). The correct answer 
appeared on the left in 50 percent of trials, but the order of left and right 
correct responses was pseudorandom. Participants responded by pressing 
the corresponding computer key marked ‘left’ or ‘right’. A sample trial was 
provided prior to commencing the task. The computer generated a total error 
score.
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g) Computerised Pop-out Task (Pop-out task)
The Pop-out task was devised by Adrian Coxell and is based on the ‘pop-out’ 
paradigm (Treisman & Souther, 1985). It consists of two distinct tasks, with 
two conditions in each as follows:
Task A -  ‘Pop-out’: This task consists of 60 trials of randomly-generated circle 
patterns. For each trial, participants were asked to indicate whether the 
circles were ‘all the same’ or ‘one different’. Each trial included a pattern of 
circles that were either all closed and fully round (‘all the same’), or had one 
circle that was not fully complete, resembling a capital letter ‘C’ (‘one 
different’). The location of the ‘different’ circle in the field of stimuli was 
randomly varied, each trial included either 12 or 18 stimuli, and there were 
equal amounts of trials in each condition such that:
i. 15 trials: 12 stimuli (all the same)
ii. 15 trials: 18 stimuli (all the same)
iii. 15 trials: 12 stimuli (one different)
iv. 15 trials: 18 stimuli (one different)
(Pseudorandom presentation)
Participants responded by pressing the computer keys labelled ‘Same’ and 
‘DifF respectively. Participants were instructed to respond as quickly and as 
accurately as possible, and were informed that each response would initiate 
the next trial. They could not go back to a previous trial, and had to move on if 
they made a mistake.
Two sample trials were administered prior to commencing. The computer 
generated error scores for each of the following conditions for each 
participant:
i. Errors (out of 15) when target was present with 11 distractors
ii. Errors (out of 15) when target was present with 17 distractors
iii. Errors (out of 15) when target was absent (12 stimuli)
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iv. Errors (out of 15) when target was absent (18 stimuli)
(i) and (ii) are errors of an omission type (missing the stimulus) and (iii) and 
(iv) are errors of a commission type (false positive error). The computer also 
generated mean correct response reaction times for each condition. 
Research has indicated that omission and commission errors, and response 
times for these types of tasks are small (Henry, 2005; Leark et al., 2002). 
Furthermore, reaction - time does not increase linearly with the number of 
stimuli presented due to the effect of the ‘pop-out’.
Task B -  ‘Non-pop-out’: The format of this task was similar to Task A but the 
features of the stimuli were reversed. In the ‘all the same’ condition, all of the 
circles were incomplete and resembled the capital C’. In the ‘one different’ 
condition, there was one complete round circle in a field of ‘Os’. In contrast to 
Task A, reaction time in Task B increases linearly with the number of stimuli 
because there is no ‘pop-out’ effect. See Appendix H for paper copy 
examples of Task A and Task B.
h) Qualitative Question
Participants in the simulating malingering group were presented with one 
qualitative question intended to elicit information on the strategies they used 
during the assessment. The question posed was:
“Can you tell me what things you did to make yourself seem like a person who
had suffered a true head injury?”
Procedure
Prior to being recruited, no participant was informed that the study was about 
malingering, should this influence their responding. They were informed that 
the study was “to see whether tests could differentiate between people who 
had experienced a head injury and those who had not. "
All participants were asked to complete a consent form (Appendix I). All 
participants then completed the demographic information sheet, WTAR and
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DASS. Following this, the TBI and healthy control groups were asked to 
complete all remaining tasks honestly. Participants in the simulating 
malingering group were provided with a scenario describing their involvement 
in a Road Traffic Accident (RTA) resulting in brief loss of consciousness, 
hospitalisation and resulting involvement in compensation, (Appendix J). 
They were asked to respond to the remaining tasks in such a way that would 
increase their likelihood of compensation for their ‘head injury’ without looking 
as though they were faking impairment.
The test battery was completed in the following order with specific instructions 
associated with each test provided to all participants:
i. TOMM
ii. CDQ
iii. LBT
iv. Pop-out Task A and B
In addition, the simulating malingering group were asked about their 
malingering strategies. On completion of the test battery, participants were 
debriefed about the study and given the opportunity to ask questions.
Ethics
The Surrey Research Ethics Committee (REC), the University of Surrey 
Research Ethics Committee, approved this study (National Research, Ethics 
Committee Number: 07/H1109/109). The study also gained research and 
development approval (see Appendix K for approval letters). Previous 
research has included a small financial incentive which was given to the 
malingerer who feigned symptoms most realistically. It was thought that such 
an incentive might create a situation that was somewhat similar to receiving 
compensation in ‘real world’ situations (e.g., Davis et al., 1997). However, 
Surrey REC considered this inappropriate because it rewarded deception. 
Therefore no incentive was provided in this study.
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Data Analyses
Descriptive and raw quantitative data were entered into and analysed using 
the statistical software package SPSS, version 15.
Quantitative analyses
The quantitative analyses section is divided into four sections for ease of 
description, including A) analysis of group demographic differences, B) 
analysis of group differences on the standardised malingering measure, C) 
creation of a Computerised Multi-modal Malingering Battery (CMMB) metric 
score for use in a Receiver Operating Curve (ROC) Analysis, and D) 
correlations.
a) Analysis of group demographic differences: Group differences for age, 
estimated IQ, educational attainment, and reported psychiatric 
symptoms were analysed using one-way AN OVA. Gender and 
employment status were analysed using Chi Square. Where AN OVA 
was performed throughout the entire data analysis, Levene s test was 
used to assess homogeneity of variance. Where it could not be 
assumed, a Kruskal-Wallis non-parametric test was used to corroborate 
findings from the ANOVA. Details regarding the TBI group injuries 
were assessed using mode, or mean and standard deviation where 
appropriate.
b) Analysis of group differences on standardised malingering measure: 
This section assessed the external validity of groups according to 
malingering status using TOMM Trial 1 and Trial 2 scores. Group 
differences were analysed using one-way ANOVA. A priori analyses 
were complete because group differences were expected on the 
TOMM trials. TOMM Trial 3 was only administered to those who failed 
Trial 2 in accordance with instructions (Tombaugh, 1997). Percentages 
were calculated for those who completed Trial 3.
c) Creation of CMMB metric score for use in a ROC Analysis: The goal of 
this study was to produce a CMMB metric score for the test battery 
which could be used in a ROC analysis to make a valid distinction
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between TBI and malingering groups. To achieve this aim it was 
necessary to:
i. Identify the malingering tests (indices) that produced significant 
differences between groups overall using ANOVA, with the 
overall differences being attributable to differences between the 
malingering Vs TBI groups, and malingering Vs healthy control 
groups only, but not the TBI Vs healthy control groups.
ii. Convert scores from only those malingering tests that met (i) 
above into ‘common metric scores’. This was achieved by 
dividing the distribution of scores on malingering tests that met 
criteria (i) into 15 equal groups using SPSS.
iii. Analyse the new ‘common metric scores’ for each malingering 
test using ANOVA to ensure that the initially significant 
differences between the groups remained when using the 
common metric score.
iv. Sum the individual malingering test common metric scores to 
create an overall CMMB metric score for the test battery and 
again analyse this score using ANOVA to ensure that the 
significant differences remained.
v. Enter the common metric scores and CMMB score into ROC
, analyses to examine their discriminatory power in distinguishing
between the malingering and TBI groups. Finally, compare the 
CMMB score to a ROC analysis of the TOMM to compare its 
discriminatory power against a standardised test of malingering.
d) Correlations: Correlations for the malingering and TBI groups were
completed to ensure that there was no association between performance on
malingering tests and within group differences. Correlations included:
i. Correlations between age, estimated IQ, reported psychiatric 
symptoms, injury severity and time since injury, with malingering test 
scores including the TOMM.
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ü. Correlations between malingering test scores and TOMM score.
Data Reduction
Table 2 shows the proposed malingering test battery indices. Some of the 
outcome measures were ‘proposed formulae’ which were created to help 
reduce the data set from the CDQ and pop-out Tasks A and B into single 
meaningful scores that might discriminate between groups. The proposed 
formulae are highlighted in Table 2 and described below.
Table 2: Proposed Malingering Test Battery Indices
Proposed Malingering Test Battery Indices
CDQ total score 
CDQ frequency total score 
CDQ distress total score 
CDQ ‘not sure’ total score 
CDQ ‘fake and rare’ score 
CDQ combined formula* 
cLBT total error score 
Total pop error score**
Total pop reaction time score***
*CDQ combined formula: The proposed CDQ combined formula was:
(Total CDQ Score x (Frequency score x Distress score)) 11000
**Total Pop Error Score: The Total Pop Error Score’ formula was proposed 
after research indicated that malingerers produced excessive omission and 
commission errors in cognitive tasks (Henry, 2005; Leark et ai, 2002). The 
following formula was proposed:
i) Omission and commission error scores would be summed for Task A 
and Task B individually. Then ANOVA would be performed on the four 
scores to see if they distinguished between groups.
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ii) If so, omission and commission scores would be summed for Task A 
and Task B to make a ‘total omission' and ‘total commission’ error 
score. ANOVA would then be performed on these two scores to see if 
they continued to distinguish between groups.
iii) If so, ‘total omission’ and ‘total commission’ scores would be summed 
to create a ‘Total Pop Error Score’. A final ANOVA would be performed 
on this single score to see if it remained useful in distinguishing 
between the groups. The proposed ‘Total Pop Error Score’ formula 
was:
(Task A + B Total omission errors) + (Task A + B Total commission
errors)
***Total Pop Reaction Time Score: The ‘Total Pop Reaction Time Score’ 
formula was proposed after research indicated that malingerers take 
significantly longer to complete cognitive tasks than control groups (Leark et 
a/., 2002). The following formula was proposed:
i) Reaction times for each of the four trials would be summed for Task A 
and Task B respectively. ANOVA would then be performed on these 
two scores to see if they successfully distinguished between the 
groups.
ii) If so, total reaction time for Task A and Task B would be summed to 
create a ‘Total pop reaction time score’. A final ANOVA would be 
performed to see if this single score remained useful in distinguishing 
between the groups. The proposed ‘Total Pop Reaction Time’ formula 
was:
(Total Time Task A + Total Time Task B)
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Qualitative analysis
Qualitative data on strategies simulating malingerers used to feign on the test 
battery was analysed following a similar procedure to Iverson (1995) where 
strategies were included if they were given by at least three participants.
Data Storage
Raw paper data, consent forms and electronic data were stored in accordance 
with data protection protocols (Data Protection Act, 1998).
Participants
Due to the exclusion of participants with epilepsy, the recruitment of 
participants for the TBI became very difficult because epilepsy was so 
frequently cited by potential participants as a symptom of their TBI. Therefore, 
ethical approval was sought to include people with epilepsy (see Appendix L 
for revised ethical approval). When participants with epilepsy were included, 
this study over-recruited participants. In total, the study comprised 90 
participants, of which:
• 30 were simulating malingerers,
• 30 were people with a diagnosed TBI, and
• 30 were healthy controls.
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Results
Quantitative Analyses
Section A: Analysis of group demographics
Group demographics including sex, age, highest educational qualification, 
employment status, ethnicity, estimated IQ, self-reported psychiatric 
symptoms and TBI group injury demographics are presented in the following 
section.
Sex
Sex did not differ significantly between the groups (%22df = 3.8; p > .05) (see 
Table 3).
Table 3: Sex by group
"(% ) "(% ) „(% )
Malingerers TBI Group Healthy Controls
Male 14 (46.7%) 20 (66.7%) 13 (43.3%)
Female 16(53.3%) 10(33.3%) 17(56.7%)
Age
Age differed significantly between groups (F2| 87 = 4.18, p <05)47 (see Table
4).
Table 4: Age by group
Group x(SD)
Malingerers TBI Group Healthy Controls
Age 35.4 (12.9) 43.5(12.8) 34.3 (14.4)
47 Levene’s test was computed to determine homogeneity of variance and found equal 
variance could not be assumed. A Kruskal-Wallis non-parametric test corroborated the 
ANOVA finding that there were significant differences between groups according.to age (p < 
.05).
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Post-hoc analyses found significant differences between two pairs of group 
means (TBI group Vs malingerers, p < .05; TBI group Vs healthy controls, p < 
.05; but not healthy controls Vs malingerers, NS).
Highest Educational Qualification
Highest education qualification differed significantly between groups (F2, si = 
726, p < .005/8 (see Tabie 5).
Group (Mode)
Malingerers TBI Group Healthy Controls
Highest
Educational
Qualification
Postgraduate (10) Graduate (9) Graduate (9)
Post-hoc analyses found significant differences between two pairs of group 
means (malingerers Vs TBI group, p < .001; TBI group Vs healthy controls, p 
< .01 ; but not healthy controls Vs malingerers, NS).
Employment Status
Employment status differed significantly between the groups (x22df= 28.02; p < 
.001) (see Table 6).
Table 6: Employment Status by group
Group n (%)
Malingerers TBI Group Healthy Controls
Employed 29 (96.7%) 11(36.7%) 24 (80%)
Unemployed 1 (3.3%) 19 (63.3%) 6 (20%)
48 Levene’s test was computed to determine homogeneity of variance and found equal 
variance could not be assumed. A Kruskal-Wallis non-parametric test corroborated the 
ANOVA finding that there were significant differences between groups according to highest 
educational qualification (p < .005).
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Ethnicity
The majority of participants were ‘white’ with the exception of one participant 
in each of the malingering and TBI groups who were British Asian.
Assessment of Estimated IQ
Estimated IQ scores49 differed significantly between groups (F2,87 = 5.63. p < 
.01 )50 (see Figure I).
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Figure I: Mean Estimated IQ Scores
Post-hoc analyses found significant differences between two pairs of group 
means (malingerers Vs TBI group, p < 0.01; malingerers Vs healthy controls, 
p < 0.01 ; but not TBI group Vs healthy controls, NS).
49 WTAR raw scores were used as a rudimentary estimate of pre-morbid IQ.
50 Levene’s test was computed to determine homogeneity of variance and found equal 
variance could not be assumed. A Kruskal-Wallis non-parametric test corroborated the 
ANOVA finding that there were significant differences between groups according to estimated 
IQ (p < .05).
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Assessment of Self-Reported Psychiatric Symptoms
Depression Anxiety Stress Score (DASS Total score)
DASS Total scores differed significantly between groups (F2,87 = 6.33, p < 
.005; Refer Figure II)51.
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Figure II: Mean DASS (Total scores)
Post-hoc analyses found significant differences between two pairs of group 
means (malingerers Vs TBI group, p < 0.005; healthy controls Vs TBI group, p 
< 0.01; but not malingerers Vs healthy controls, NS).
51 Levene’s test was computed to determine homogeneity of variance and found equal 
variance could not be assumed. A Kruskal-Wallis non-parametric test corroborated the 
ANOVA finding that there were significant differences between groups according to the DASS 
Total score (p < .05).
Healthy ControlsMalingerer
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DASS Subscale Scores 
Table 7 provides group means, standard deviations, significance and post hoc 
differences for each of the DASS subtests.
Table 7: Means, Standard Deviations, Significance Levels and Post hoc 
Differences on PASS Subscales by Group____________________________
DASS
subscales
Malingerers TBI
Group
Healthy
Control
Sig. Group
Differences
Depression 5.6 (7.1) 10.7
(9.5)
5.3
(6.8)
("2,87 = 4.4* TBI>Mal*
TBI>HC*
Anxiety 2.7 (4.1) 7.3
(7.9)
4.8
(5.3)
l”2,87 = 4.4* TBI>Mal***
Stress 9.8 (6.5) 16.1
(10.1)
11 (7.8) F2,87 = 4.9** TBI>Mal***
TBI>Mal*
*p < 0.05; ** p < 0.01; *** p < 0.005; ****p<0C 1
The TBI group scored significantly higher on the depression and stress 
subscales than the malingering or healthy control groups. The TBI group 
scored significantly higher on Anxiety than the malingering group. Malingering 
and healthy control groups did not differ from each other in terms of self- 
reported psychiatric symptoms.
TBI group injury demographics
Reason for injury
In the TBI group, the most commonly cited reason for injury was Road Traffic 
Accidents (18 participants). Other reasons included falls (10 participants) and 
crime related injuries (2 participants).
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Injury severity
The TBI group was divided into mild, moderate or severe TBI52. The majority 
of the group fell into the severe TBI category (24 participants). No participants 
were diagnosed with a mild TBI.
Length of time since injury 
Mean number of years since injury was 7.8 (sd = 5.3 years). The most 
frequently cited length of time since injury was 6 years (refer Figure III).
No, of Participants
Length of Time since injury 
Years
Figure III: Length of time since injury
52 injury severity was based on reports from clinicians such as neurologists or 
neuropsychologists. Where this was not available, details were taken from the participant 
regarding their length of time unconscious (LOG), length of post traumatic amnesia (RTA) and 
Glasgow Coma Scale (GCS) score where available(corroborated by a significant other). 
Severity of injury was estimated using diagnostic criteria provided by Lucas and Addeo 
(2006). Very often, participants did not know their GCS score and therefore LOG was used as 
it is thought to be one of the most accurate indicators of injury severity (Lucas & Addeo, 
2006).
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Section B: Analysis of group differences on standardised malingering 
measure
Test of Memory Malingering53 
TOMM (Trial 1)
One-way ANOVA showed that the TOMM (Trial 1) successfully discriminated 
between groups (F2,87 = 53.85, p < .001 )54 As expected, a priori contrasts 
found significant differences between two pairs of group means (malingerers 
Vs TBI group, p < .001; malingerers Vs healthy controls p < .001) where 
malingerers performed significantly worse than both groups. There was no 
significant difference between healthy controls Vs TBI groups.
TOMM (Trial 2)
One-way ANOVA also showed that the TOMM (Trial 2) successfully 
discriminated between groups (Fa.se = 48.28, p<001)55 As expected, a priori 
contrasts found significant differences between malingerers Vs TBI group, p < 
0.001; and malingerers Vs healthy controls p < .001. An unexpected outcome 
was that a significant difference was found between healthy control Vs TBI 
groups where the healthy control group performed marginally better than the 
TBI group (p<05). However, importantly none of the healthy control or TBI 
group scored under the cut-off and therefore none were classified as 
malingerers. One person in the TBI group failed Trial 1 and Trial 2 was not 
administered for clinical reasons. Seventy three percent of the malingering 
group were classified as malingerers.
53 TOMM Trial 1 and 2 mean scores are not provided for test security purposes.
54Levene’s test was computed to determine homogeneity of variance and found equal 
variance could not be assumed. A Kruskal-Wallis non-parametric test corroborated the 
ANOVA finding that there were significant differences between groups according to the 
TOMM (Trial 1) score (p < .001).
55 Levene’s test was computed to determine homogeneity of variance and found equal 
variance could not be assumed. A Kruskal-Wallis non-parametric test corroborated the 
ANOVA finding that there were significant differences between groups according to TOMM 
Trial 2 score (p < .001).
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TOMM (Trial 3)
The TOMM (Trial 3) was administered if a participant received a score below 
the cut-off for malingering on Trial 2. Twenty-two participants (73%) in the 
malingering group failed Trial 2 and consequently Trial 3 was administered. 
All 22 of these participants went on to score below the cutoff for malingering 
on the TOMM (Trial 3) and would be classified as a malingerer on the basis of 
the TOMM56. Therefore, for the purpose of the remaining analyses, the 
TOMM (Trial 2) score will be used to indicate malingering.
Section C: Creation of a CMMB score for use in a ROC Analysis
The reader is reminded that the goal of this research was to produce an 
CMMB score for the test battery which could be used in a Receiver Operating 
Curve (ROC) analysis to make a valid distinction between TBI and 
malingering groups. To achieve this aim it was necessary to complete the 
following five steps:
Step i) Use ANOVA to identify the individual tests that produced significant 
differences between groups overall, with the overall differences being 
attributable to differences between the malingering and TBI groups, and 
malingering and healthy control groups only. The reader is referred to Table 
3 on page 200 for a list of the proposed malingering tests (indices).
Cognitive Dysfunction Questionnaire (CDQ)
Six CDQ indices were calculated for each participant including: CDQ total 
score, CDQ frequency score, CDQ distress score, CDQ ‘not sure’ score, CDQ 
‘fake and rare’ score, and CDQ combined formula score (see page 240 for 
formula).
56 Tombaugh (1997) recommends that the TOMM is used as part of an extensive 
psychological battery in the assessment of malingering in clinical settings and is not intended 
to be the sole instrument of clinical assessment. It was used in this study to externally 
validate group membership for research purposes only.
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CDQ Total Score
The CDQ Total Score successfully discriminated between groups (F2,87 = 
24.67, p < .001) (see Figure IV)57
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Figure IV: Mean CDQ Total Score by group
A priori contrasts found significant differences between all pairs of group 
means (malingerers Vs TBI group, p < .001; malingerers Vs healthy controls, 
p < .001; and healthy controls Vs TBI group, p < .01). Therefore, the CDQ 
Total Score could not be used as part of the CMMB.
57l_evene’s test was computed to determine homogeneity of variance and found equal 
variance could not be assumed. A Kruskal-Wallis non-parametric test corroborated the 
ANOVA finding that there were significant differences between groups according to CDQ 
Total Score (p < .001).
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CDQ Frequency Score 
The CDQ Frequency Score successfully discriminated between groups (F2,87 
= 28.68, p < .001) (see Figure V)58.
A priori contrasts found significant differences between all pairs of group 
means (malingerers Vs TBI group, p < .001 ; malingerers Vs healthy controls, 
p < .001 ; and healthy controls Vs TBI group, p < .01). Therefore, the CDQ 
Frequency Score could not be used as part of the CMMB.
58Levene’s test was computed to determine homogeneity of variance and found equal 
variance could not be assumed. A Kruskal-Wallis non-parametric test corroborated the 
ANOVA finding that there were significant differences between groups according to CDQ 
Frequency Score (p < .001).
/  .
Malingerer TBI Group Healthy Controls
Figure V: Mean CDQ Frequency Scores by group
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CDQ Distress Score
The CDQ Distress Score successfully discriminated between groups (F2|87 = 
50.71, p < .001) (see Figure VI)59
60
50
40
30
20
10
0
Figure VI: Mean CDQ Distress Scores by group
A priori contrasts found significant differences between all pairs of group 
means (malingerers Vs TBI group, p < .001; malingerers Vs healthy controls, 
p < .001; and healthy controls Vs TBI group, p < .05). Therefore, the CDQ 
Distress Score could not be used as part of the CMMB.
59Levene’s test was computed to determine homogeneity of variance and found equal 
variance could not be assumed. A Kruskal-Wallis non-parametric test corroborated the 
ANOVA finding that there were no significant differences between groups according to CDQ 
Distress Score (p < .001).
Healthy ControlsMalingerer
248
Research Dossier
CDQ ‘Not sure’ score
The CDQ ‘Not sure’ Score did not discriminate between groups (F2,87 = 1 55, 
NS) (see Figure VII)60
Healthy ControlsMalingerer
Figure VII Mean CDQ ‘Not sure’ score by group
Although AN OVA found no significant differences between groups, a priori 
contrasts found a small but significant difference between one pair of group 
means (malingerers Vs TBI group p < .05; but not malingerers Vs healthy 
controls, NS; and healthy controls Vs TBI group, NS). However, the CDQ ‘Not 
sure’ Score was not suitable for use in the CMMB.
60Levene’s test was computed to determine homogeneity of variance and found equal 
variance could not be assumed. A Kruskal-Wallis non-parametric test corroborated the 
AN OVA finding that there were no significant differences between groups according to CDQ 
‘Not sure’ Score.
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CDQ ‘fake and rare’ Score
The CDQ ‘fake and rare’ Score successfully discriminated between groups 
(F2,87= 18.27, p < .001) (see Figure VIII)61.
Healthy ControlsMalingerer
Figure VIII: Mean Fake and Rare Score by group
A priori contrasts found significant differences between two pairs of group 
means (malingerers Vs TBI group, p < .001; malingerers Vs healthy controls, 
p < .001; but not healthy controls Vs TBI group, NS). Therefore, it was 
possible to include this index in the CMMB.
61l_evene’s test was computed to determine homogeneity of variance and found equal 
variance could not be assumed. A Kruskal-Wallis non-parametric test corroborated the 
AN OVA finding that there were significant differences between groups according to CDQ 
‘fake and rare’ Score (p < .001).
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CDQ Composite Score
The CDQ Composite Score successfully discriminated between groups (F2,87 
= 15.61, p < .001) (see Figure IX)62.
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Figure IX: Mean Composite Score by group
A priori contrasts found significant differences between two pairs of group 
means (malingerers Vs TBI group, p < .005; malingerers Vs healthy controls, 
p < .001; but not healthy controls Vs TBI group, NS). Therefore, it was 
possible to include this index in the CMMB.
62Levene’s test was computed to determine homogeneity of variance and found equal 
variance could not be assumed. A Kruskal-Wallis non-parametric test corroborated the 
AN OVA finding that there were no significant differences between groups according to CDQ 
Composite Score (p < .001).
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Computerised Line Bisection Task (cLBT)
The cLBT successfully discriminated between groups (F2,87 = 32.88, p <.001 ) 
(see Figure X)63.
Malingerer TBI Group Healthy Controls
Figure X: Mean cLBT Scores by group
A priori contrasts found significant differences between two pairs of group 
means (malingerers Vs TBI group p<001; and malingerers Vs healthy 
controls p<001; but not the TBI group and healthy controls, NS). Therefore, it 
was possible to include this index in the overall battery.
63 Levene’s test was computed to determine homogeneity of variance and found equal 
variance could not be assumed. A Kruskal-Wallis non-parametric test corroborated the 
AN OVA finding that there were significant differences between groups according to cLBT 
score (p < .001).
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‘Pop-out Task’
Proposed formulae were being used to test the possibility that the ‘Pop-out 
Task’ error and reaction time data could be reduced to one meaningful score 
each, that might successfully discriminate between groups. The reader is 
referred to page 241 for both proposed formulae.
Total Pop Error Score 
Table 8 provides group means, standard deviations and a priori group 
differences for omission and commission errors for each step of the proposed 
formula.
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Table 8: Means (SD) and a priori contrasts for omission and commission error 
scores at each step of the proposed formula for Total Pop Error Score.
Test Condition Malingerers TBI
Group
Healthy
Control
Sig. Group
Differences
Step 1 12 1.6 1.4 F2,86 " Mai >HC****
Task A (8.1) (2.2) (1.7) 44.4*** Mai > TBI****
Omissions
Step 1 7 0.3 0.1 Fa,86 - Mai >HC****
Task A (6.6) (1) (.31) 30.3*** Mai > TBI****
Commissions
Step 1 15.2 2.8 4.3 Fa,86 - Mal>HC****
Task B . (7.3) (3.2) (3) 56.5*** Mai > TBI****
Omissions
Step 1 8 1.2 0.7 Fa,86 = Mal>HC****
Task B (8) (1.8) (1.1) 21.8*** Mai > TBI****
Commissions
Step 2 27.2 4.4 5.7 Fa,86 - Mal>HC****
Total (14.8) (4.7) (3.9) 56.4*** Mai > TBI****
Omissions
Step 2 15 1.5 0.8 Fa,86= Mal>HC****
Total (13.4) (2.6) (1.2) 30.4*** Mai >TBI****
Commissions
*p < 0.05; ** p < 0.01; *** p < 0.005; ****p<001
As expected, a priori contrasts found differences between two pairs of group 
means at each step in the formula (malingerers Vs TBI group, p<001; and 
malingerers Vs healthy controls, p<.001; but not TBI group Vs healthy 
controls, NS).
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Therefore, total omissions and total commissions were summed to make a 
Total Pop Error Score in Step 3. Total Pop Error Score successfully 
discriminated between groups (F2,86= 54.26, p < .001) (see Figure XI)64.
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Figure XI: Mean Total Pop Error Score by group
A priori contrasts found significant differences between two pairs of group 
means (malingerers Vs TBI group, p<001; and malingerers Vs healthy 
controls, p<001; but not TBI group Vs healthy controls, NS). Therefore, the 
formula provided a meaningful single score that successfully distinguished 
between groups and could be included in the CMMB.
64l_evene’s test was computed to determine homogeneity of variance and found equal 
variance could not be assumed. A Kruskal-Wallis non-parametric test corroborated the 
AN OVA finding that there was a significant difference between groups according to ALL Pop 
Task error conditions at each step in the formula (p < .001).
Malingerer TBI Group Healthy Controls
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Total Pop Reaction Time Score
Table 9 provides group means, standard deviations and a priori contrasts for 
reaction time at step one of the proposed formula.
Table 9: Means (SD) and a priori contrasts for reaction times on Task A and 
Task B (Step i).
Test
Condition
Malingerers
TBI
Group
Healthy
Control
Sig.
Group
differences
Step 1
Total Task A
Reaction
Time
12.33
(6.4)
11.2
(4.7)
8.1
(2.7)
F2,86=7.3***
Mai = TBI 
Mal > HC*** 
TBI >HC***
Step 1
Total Task B
Reaction
Time
12.2
(6.6)
18.5
(6.7)
12.1
(4.1)
F2.86 = 
11.4****
TBI > 
Mai*** 
Mal — HC 
TBI >
HC****
*p < 0.05; ** p < 0.01; *** p < 0.005; ****p<0.0C11
As Table 9 demonstrates, although reaction times for Task A and Task B 
successfully discriminated between groups, a priori contrasts indicated that in 
Task A, significant differences were found between two pairs of group means 
(malingerers Vs healthy controls, p <.005; TBI group Vs healthy controls, p < 
.005; but not malingerers Vs TBI group, NS). In Task B significant differences 
were found between two pairs of group means (TBI group Vs malingerers, p < 
.005; TBI Vs healthy controls, p < .001; but not malingerers Vs healthy 
controls, NS). Therefore, it was not appropriate to create an overall Total Pop 
Reaction Time score. Furthermore, the separate indices for Task A and Task 
B were unsuitable for use in the CMMB.
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Step ii) The reader is reminded that the next task was to convert scores from 
each test that met the criteria for the CMMB into ‘common metric scores’ 
which could be used in the ROC analysis as discussed on page 238. The 
following tests met the criteria for the CMMB:
• CDQ Fake and Rare Scores > CDQ ‘fake and rare’ metric score (1-15)
• CDQ Composite Score > CDQ Composite metric score (1-15)
• cLBT > cLBT metric score (1-15)
• Total Pop Error Score > Total Pop Error Metric Score (1-15)
Step iii) New common metric scores were then analysed to ensure that the 
initially significant differences between the groups remained when using the 
common metric score.
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CDQ ‘fake and rare’ metric score
The CDQ ‘fake and rare’ metric score still successfully discriminated between 
groups (F2,8 7= 20.54, p <001) (see Figure XII)65.
Healthy ControlsMalingerer
Figure XII: Mean CDQ fake and rare’ metric score by group
A priori contrasts found significant differences between two pairs of group 
means (malingerers Vs TBI group, p < .001; malingerers Vs healthy controls, 
p < .001; but not healthy controls Vs TBI group, NS). Therefore, this task 
remained within the CMMB.
65 Levene’s test was computed to determine homogeneity of variance and found equal 
variance could not be assumed. A Kruskal-Wallis non-parametric test corroborated the 
AN OVA finding that there were significant differences between groups according to CDQ 
‘fake and rare’ metric score (p < .001).
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CDQ Composite metric score
The CDQ Composite metric score still successfully discriminated between 
groups (F2,87= 41.3, p <001) (see Figure XIII)66.
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Figure XIII: Mean CDQ Composite Metric Score by group
However, a priori contrasts found significant differences between all three 
pairs of group means (malingerers Vs TBI group, p < .001 ; malingerers Vs 
healthy controls, p < .001; and healthy controls Vs TBI group, p < .005). As 
the CDQ Composite metric score no longer met the criteria for the CMMB it 
was not retained for use.
66 Levene’s test was computed to determine homogeneity of variance and found equal 
variance could not be assumed. A Kruskal-Wallis non-parametric test corroborated the 
AN OVA finding that there were significant differences between groups according to CDQ 
Composite metric score (p < .001).
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cLBT metric score
The cLBT metric score still successfully discriminated between groups (F2,87 = 
35.02, p <001) (see Figure XIV)67.
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Figure XIV: Mean cLBT Metric Score by group
A priori contrasts found significant differences between two pairs of group 
means (malingerers Vs TBI group, p < .001; malingerers Vs healthy controls, 
p < .001 ; but not healthy controls Vs TBI group, NS).
67 Levene’s test was computed to determine homogeneity of variance and found equal 
variance could not be assumed. A Kruskal-Wallis non-parametric test corroborated the 
AN OVA finding that there were significant differences between groups according to cLBT 
metric score (p < .001).
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Total Pop Error metric score
The Total Pop Error metric score still successfully discriminated between 
groups (F2,86 = 54.4, p <.001; (see Figure XV)68.
Healthy ControlsMalingerer
Figure XV: Mean Total Pop Error Metric Score by group
A priori contrasts found significant differences between two pairs of group 
means (malingerers Vs TBI group, p < .001; malingerers Vs healthy controls, 
p < .001 ; but not healthy controls Vs TBI group, NS).
68 Levene’s test was computed to determine homogeneity of variance and found equal 
variance could not be assumed. A Kruskal-Wallis non-parametric test corroborated the 
AN OVA finding that there were significant differences between groups according to Total Pop 
Error metric score (p < .001).
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Step iv) The reader is reminded that the next stage was to sum each of the 
common metric scores to produce an overall CMMB metric score and again 
analyse to ensure that the discriminatory power remained.
The CMMB metric score successfully discriminated between groups (F2,86 = 
63.7, p <001) (see Figure XVI)69.
Malingerer TBI Group Healthy Controls
Figure XVI: Mean CMMB metric score by group
A priori contrasts found significant differences between two pairs of group 
means (malingerers Vs TBI group, p < .001; malingerers Vs healthy controls, 
p < .001 ; but not healthy controls Vs TBI group, NS).
Step v) The reader is reminded that the next step was to enter the common 
metric scores and CMMB scores into ROC analyses to examine their 
discriminatory power on the malingering and TBI groups. Finally, the CMMB
69 Levene’s test was computed to determine homogeneity of variance and found equal 
variance could not be assumed. A Kruskal-Wallis non-parametric test corroborated the 
AN OVA finding that there were significant differences between groups according to the 
CMMB metric score (p < .001).
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was compared to a ROC analysis of the TOMM to compare its discriminatory 
power against a standardised test of malingering. Table 10 reports the area 
under curve (ADC) statistic yielded from ROC analyses for all malingering 
variables. The ADC statistic corresponds to the likelihood of identifying a 
malingerer over a true TBI group member according to the individual test.
Table 10: Area Under Curve ROC statistics for the common metric and 
CMMB scores ____________________________ _____________
Matrix Variable Area Under Curve 
Statistic
Confidence Interval 
(95%)
CDQ Fake and Rare 
Metric Score
.80 .69 - .92
Line Bisection Test 
Metric Score
.85 .75 - .96
Total Pop Error Metric 
Score
.94
oI00CO
CMMB Score .94 .89 - .99
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ROC analysis of the common metric scores and the CMMB Score itself are 
presented in Figure XVII. The CMMB Score for the TBI and malingering 
groups yielded an Area Under Curve (AUC) statistic suggestive of high 
discriminatory power (AUC = 0.94; 95% Cl: 0.89 -  .99; p < 0.001).
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Figure XVII: ROC Analysis of Individual Metric Scores making up malingering
test battery and ‘CMMB Score’
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Table 11 illustrates a range of possible cut-off scores for the CMMB according 
to the ROC analysis70.
Table 11: Sensitivity and specificity for a range of scores on the CMMB
Cut-off Score Sensitivity (Cl -  95%) Specificity (Cl -  95%)
18 .77 (.57 - .89) .86 (.67 - .95)
19 .7 (.5- 84) .9 (.72 - .97)
20 .7 (.5- .85) .9 (.76 - .99)
21 0.7 (.5 - .85) 1 (.85 -1 )
A cut off score that maximised sensitivity (.77) whilst retaining good specificity 
(.86) was 18. A cut off of 21 yielded perfect specificity (1.0) whilst sensitivity 
was adequate (.7).
Common metric and CMMB scores were then compared for their 
discriminatory power against the TOMM. Table 12 reports the AUC statistic 
yielded from ROC analysis for the TOMM.
Table 12: Area Under Curve ROC statistics for the TOMM
Standardised Test of 
Malingering
Area Under Curve 
Statistic
Confidence Interval 
(95%)
TOMM .96 .90-1.0
70 Greve and Bianchini (2004) recommend that research papers include a number of cut off 
scores when illustrating the sensitivity and specificity of a malingering test or battery.
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The TOMM score yielded a significant AUC statistic suggestive of slightly 
superior discriminatory power (AUC = .96; 95% Cl: .90 -  1.0) however both 
the CMMB score for the malingering battery and the TOMM discriminate 
between the TBI group and malingerers in this sample with a high degree of 
precision. The ROC analysis including TOMM scores are presented in Figure 
XVIII.
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Figure XVIII: ROC Analysis of individual tests, CMMB and TOMM
Using the TOMM cut-off score as indicated in the manual (Tombaugh, 1997) 
sensitivity was .77 (.57 - .89) and specificity was 1 (.85 -  1).
Exploratory analysis
It was observed that the discriminatory power of the CDQ ‘fake and rare’ 
metric score was lower than the performance indices (cLBT metric score and 
Total Pop Error metric score). Therefore, the CDQ ‘fake and rare’ indice was 
taken out of the CMMB to see whether this increased the discriminatory
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power. However, first the performance only CMMB had to be reanalysed to 
ensure it continued to produce a significant difference between groups.
The ‘Performance only’ CMMB successfully discriminated between groups 
((F2,86 = 62.8, p <.001 ; (see Figure XIX)71.
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Figure XIX: ‘Performance only’ CMMB by group
A priori contrasts found significant differences between two pairs of group 
means (malingerers Vs TBI group, p < .001; malingerers Vs healthy controls, 
p < .001 ; but not healthy controls Vs TBI group, NS).
ROC analysis of the ‘Performance only’ CMMB compared to the TOMM is 
presented in Figure XX. The Performance only’ CMMB for the TBI and 
malingering groups yielded an AUC statistic suggestive of high discriminatory
71 Levene’s test was computed to determine homogeneity of variance and found equal 
variance could not be assumed. A Kruskal-Wallis non-parametric test corroborated the 
AN OVA finding that there were significant differences between groups according to the 
Performance only metric score p < .001).
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power (AUC = 0.94; 95% Cl: 0.87 -  1.0; p < 0.001). However, removing the 
CDQ ‘fake and rare’ metric score did not increase the discriminatory power of 
the CMMB.
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Figure XX: ROC analysis of the Performance only CMMB and TOMM 
Section D: Correlations
Non-parametric correlations were performed on the TBI and malingering 
groups in order to examine whether age, estimated IQ, psychiatric symptoms, 
or length of times since injury, and injury severity (neuropathology) were 
confounded with scores on individual malingering tests, the CMMB or the 
TOMM. For these correlations, raw rather than metric scores were used 
except where indicated.
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TBI Group: Relationships between malingering tests and group variables 
Table 13 summarises the size and significance of correlations between 
malingering tests and variables associated with the TBI group.
Table 13: Correlations between malingering tests and TBI group variables
Demographics
Malingering 
Test Variable
Age WTAR DASS
(Total)
Injury
Severity
Time
since
injury
TOMM
TOMM r = r = r = r = r =
.03 .01 .13 .23 -.25 -----
CDQ Take and r = r = r = r = r = r =
rare’ .23 -.14 .49** .23 o CD .24
cLBT Score r = r = r = r = r = r =
-.06 .09 -24 -.34 -.30 i k> CD
Total Pop Error r = r = r = r = r = r =
Score -.06 .02 .14 .13 .05 .40*
CMMB Metric r = r = r = r = r = r =
Score .04 -.08 .26 .26 .06 .40*
Note: * significant association at p < 0.05;** significant association at p < 0.01
TBI group age, IQ and neuropathology did not correlate significantly with 
individual malingering tests, the CMMB or the TOMM. The DASS Total score 
was significantly positively correlated with the CDQ Take and rare’ score 
indicating that the more extreme the psychiatric symptoms, the higher the 
score on the CDQ Take and rare’.
The CMMB and Total Pop Error Score correlated significantly positively with 
the TOMM indicating that the poorer the performance on these tasks the 
poorer the performance on the TOMM also.
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Malingering Group: Relationship between malingering tests and group 
variables
Table 14 summarises the size and significance of correlations between 
malingering group variables and the malingering tests.
Table 14: Correlations between malingering tests and malingering group 
variables  ._____
Test
Variables
Age WTAR DASS (Total) TOMM
TOMM r = -.32
COCMII r=  .08 ----
CDQ Fake 
and Rare Sc.
r = -.1 r = .01 r = .05 r = .38*
cLBT Score r = .02 r = -.4* r = .04
*COCO1II
Total Pop 
Error Score
r = -.12 r= .28 r=  .26 r = .33
CMMB Metric 
Score
r = -.15 r = .3 r = .16 r = .48*
Note: * significant association at p < 0.05;** significant associa tion at p < 0.01
No malingering group variables correlated with any of the malingering tests 
except estimated IQ, which was significantly negatively correlated with the 
cLBT. This indicated that the higher the malingering groups estimated IQ, the 
more errors they made on this test. The CDQ Fake and Rare score, cLBT 
score, and CMMB metric score all correlated significantly with the TOMM 
indicating that the poorer performance on those tasks, the poorer the 
performance on the TOMM also.
Qualitative analysis
Table 15 shows a summary of the strategies used by the malingering group in 
order to feign mild TBI. Appendix M provides examples of quotes from 
participants for each type of strategy. Through an informed analysis of the 
data, it seemed that two main categories of feigning strategy were used 
including the feigning of TBI-specific symptoms, or more 'strategically-based'
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feigning. Participants either used one or a mixture of both categories during 
the assessment.
Table 15: Self-reported strategies for faking mild TBI impairment
‘
Frequency in 
Total Sample 
(/i = 30)
Feigned symptoms of TBI
Memory loss 23(77%)
Increased reaction times 14(47%)
Visual Problems 11 (37%)
Reduced Concentration 7 (23%)
Reduced Attention 7 (23%)
Balance Problems 7 (23%)
‘Strategically-based’ feigning on tasks
Demonstrating consistency -  highlighting only one or two 
problems only
10 (33%)
Alternated A’s and B’s or a series of A's and a series of 
B's
13 (43%)
Sticking to other specific pattern e.g., half responses 
correct and half incorrect
13 (43%)
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Discussion
Aim of Study
The aim of this study was to assess the utility of a computerised multi-modal 
malingering battery (CMMB) to distinguish between a simulating malingering 
and a TBI group. Overall, this study was successful in its aim. Recent 
literature on the assessment of malingered neuropsychological impairment 
recommends the use of multiple tests inclusive of self-report and 
performance-based measures to improve the predictive validity of a 
classification (Aronoff et al., 2007; Slick et al., 1999). However, there has 
been little research or guidance on how to combine scores on multiple 
malingering tests (Rosenfeld et al., 2000). This study goes some way toward 
understanding how to combine scores to create a malingering battery through 
the use of ‘common metric’ scores. Combining scores from independent tests 
as opposed to using individual tests was also found to improve the predictive 
validity of the malingering classification.
The discriminatory power of the CMMB, the TOMM (Tombaugh, 1997) and 
the individual tests making up the CMMB will be discussed, including any 
correlations found between them and possible confounding factors in the 
malingering or TBI group. This will be followed by a brief discussion of tests 
that did not meet CMMB criteria.
A secondary aim of this study was to explore strategies used by the 
malingering group. These strategies will be discussed, followed by study 
limitations, clinical implications, future research and conclusions.
Computerised Multi-modal Malingering Battery 
Discriminatory power
The CMMB powerfully discriminated between malingering and TBI groups on 
initial investigation of mean metric score differences, and as indicated by the 
size and significance of its AUC statistic. The discriminatory power of the 
CMMB was almost equal to the TOMM, a ‘gold-standard’ measure of
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malingering. Comparison of the CMMB versus individual test AUC statistics 
also demonstrated that combining tests could improve the predictive validity of 
the malingering classification.
Various cut-off scores for the CMMB were presented as recommended by 
Greve and Bianchini (2004). In order to maximise specificity, essential to a 
test of malingering, whilst remaining sensitive to malingering, a cut-off of 18 
may be the most suitable. However, a cut-off of 21 yielded perfect sensitivity 
and adequate specificity. Bianchini et al., (2005) wrote that even tests of 
modest sensitivity could accurately detect malingering but specificity had to be 
prioritised considering the consequences of a false-positive classification. 
However, a malingering classification is not made based on objective tests 
alone. Therefore, a somewhat lower specificity rating would not be 
immediately indicative of a false positive classification in real-world situations 
where clinical decision takes into account a range of clinical, psychometric 
and other factors (Slick et al., 1999; Aronoff et al., 2007).
The CMMB mean scores found that people with moderate to severe TBI 
scored as well as the healthy control group on the CMMB whereas the 
malingering group who were asked to simulate a mild TBI performed 
significantly worse. This finding demonstrates that the CMMB may have been 
insensitive to TBI symptoms in this study. Insensitivity to the clinical 
symptoms in question is thought to be an essential element of a malingering 
test (Lezak, 2004).
j
Correlations with age, intelligence, psychiatric symptoms, and HI 
variables
The possibility that those with higher IQ may perform better on basic cognitive 
tasks, or increased psychiatric symptoms or neuropathology might have led to 
poorer performance on tests due to cognitive effects was considered. It was 
also possible that age may have confounded performance. However, the 
CMMB did not correlate significantly with any of these factors. Therefore, the 
CMMB may not only be insensitive to factors associated with TBI, but more 
general factors such as IQ and self-reported psychiatric symptoms.
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Correlation with the TOMM
Evidence of concurrent validity was found for the CMMB where modest 
correlations with the TOMM, a standardised malingering test were found in 
both the TBI and malingering groups.
Standardised Measure of Malingering 
Discriminatory power
The TOMM powerfully discriminated between groups on initial investigation of 
mean differences and as indicated by the size and significance of its ADC 
statistic. The TOMM was the most powerful discriminator of TBI versus 
malingering group membership, lending support to its ‘gold standard' status as 
a malingering battery (Rees et ai, 1998).
The TOMM yielded perfect specificity and adequate sensitivity at its 
recommended cut-off, similar to previous findings with both TBI and other 
clinical groups (e.g. Greve et ai, 2006). However, although no TBI participant 
was classified a malingerer, over one quarter of the malingering group were 
misclassified according to the study’s external validity measure which is 
important with respect to the validity of this study.
Misclassification may have occurred because the malingering group in this 
study appeared to feign in a more covert manner than the simulating group 
which provided validation norms in the TOMM manual as indicated when 
means were compared. Therefore, it may have been more difficult to classify 
the group according to the TOMM. It may also be that one test cannot 
adequately capture the heterogeneous strategies used by malingerers, 
lending support to the development of test batteries sensitive to 
heterogeneous malingering strategies as suggested by Aronoff et ai, (2007), 
Greve & Bianchini (2004) and Slick et al., (1997). However, although the 
malingering group in the current study appeared to feign in a more covert 
manner than the simulator group for validation norms, the current group still 
performed significantly worse than TBI or healthy control groups.
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Correlations with age, intelligence, psychiatric symptoms, and HI 
variables
The TOMM did not correlate significantly with age, estimated IQ or self- 
reported psychiatric symptoms in the TBI or malingering groups, or 
neuropathology in the TBI group. The lack of correlation with possible 
confounding variables, as well as finding that means for the TBI and healthy 
control groups were very similar lends support to previous findings that the 
TOMM is a measure insensitive to moderate neurological impairment (Rees et 
ai, 1998).
Individual CMMB Tests 
Computerised Line-Bisection Task
Discriminatory power
The cLBT powerfully discriminated between malingering and TBI groups on 
initial investigation, when reduced to a common metric score, and as indicated 
by its ADC statistic. This finding supports the use of the cLBT as a floor effect 
strategy, which hypothesises failure on simple tests which a very impaired 
person has been shown to score well may effectively differentiate malingerers 
(Rogers et al., 1993). The current study found that people with moderate to 
severe TBI scored as well as healthy control groups on the cLBT whereas the 
malingering group who were asked to simulate a ‘mild’ head injury made 
significantly more errors. Perhaps this is due to a misconception by the 
malingering group that even a mild TBI may cause visual or cognitive 
difficulties to the extent that even simple tasks are rendered difficult. This 
would indicate that the cLBT may have good face validity as a ‘true’ TBI 
assessment of attention and concentration. It lends support to previous 
research which found error rate to be a powerful distinguisher of malingering 
groups (e.g., Leark et ai, 2002).
Correlations with age, intelligence, psychiatric symptoms, and HI variables 
The cLBT did not correlate significantly with self-reported psychiatric 
symptoms, IQ or HI variables in the TBI group. It did not correlate significantly 
with self-reported psychiatric symptoms in the malingering group. This not 
surprising the brevity and ease with which this task could be completed.
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Interestingly, a significant correlation was found between the malingering 
group IQ score and cLBT score where the higher the IQ, the more errors 
made on the cLBT. This finding seems counterintuitive. Although the 
possibility has not yet been investigated, it might be that malingerers with a 
higher IQ constitute more sophisticated malingerers and consequently make 
fewer errors on simple tasks. However, as malingerers with a higher IQ were 
found to make significantly more errors on the cLBT, it may be that the cLBT 
has excellent face validity as a genuine test for TBI. Furthermore, it should be 
noted that although this correlation was found, no correlations were found 
between IQ and the CMMB for either group suggesting that perhaps 
combining scores serves to factor out possible confounding factors.
Total Pop Error Task
Discriminatory power
The total pop error score powerfully discriminated between malingering and 
TBI groups on initial investigation, when reduced to a common metric score 
and considering the size and significance of its AUC statistic.
The study found that even those with moderate to severe TBI scored well on a 
task of pre-attentive processing whereas those requested to simulate mild TBI 
made significantly more errors. Increased errors on cognitive-based tasks 
made by the malingering group serves to support previous research which 
suggests that increased errors may successfully discriminate malingerers in 
both simulating and ‘known-group’ designs (Leark et al., 2002; Henry, 2005). 
Poorer performance by the malingering group on the Total Pop Error Task 
may have indicated a lack of knowledge on their part of specific cognitive 
abilities that may remain relatively intact following injury, for example, pre- 
attentive processing. Consequently, the Total Pop Error Task may have 
excellent face validity as a test of visual problems, concentration and 
attention. Such detailed knowledge of subtle cognitive functioning could be 
invaluable to the clinician in malingering assessment, particularly considering 
that it is well documented that individuals use the Internet to research clinical 
symptoms and malingering tests, and legal representatives have been found 
to coach their clients before they attend a neuropsychological examination
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(Youngjohn, 1995). The current findings lend support to the use of pre- 
attentive processing as a malingering detection strategy and supports 
previous findings which found error score to be a useful strategy in 
distinguishing malingerers (e.g., Leark ef a/., 2002).
Correlations with age, intelligence, psychiatric symptoms, and HI variables 
The Total Pop Error Task did not correlate significantly with age, IQ or self- 
reported psychiatric symptoms in either group or neuropathology in the TBI 
group. This suggests it may be insensitive to such factors which as discussed 
previously is important in malingering tests (Lezak, 2004). Although literature 
on the stability of pre-attentive processing in TBI is mixed (Polo et ai, 2002), 
this study found pre-attentive processing accuracy to be relatively stable in a 
group of participants with moderate to severe TBI.
CDQ ‘fake and rare’ score
Discriminatory power
The CDQ ‘fake and rare’ score successfully discriminated between groups on 
initial investigation, and when reduced to a common metric score. It also 
demonstrated good discriminatory power as indicated by its AUC statistic 
although it was not as powerful as the performance-based tasks.
Similar mean scores between the TBI and healthy control group, and the 
ability to discriminate well between malingering and TBI groups lend support 
for the use of self-report measures in multi-modal malingering batteries 
(Aronoff et al., 2007). However, of particular interest when comparing group 
means was the discovery that both the TBI and healthy control groups also 
endorsed fake and rare cognitive symptoms. This supports previous research 
which found people with ‘true’ injury or illness also endorse fake and rare 
items on self-report questionnaires (Piedmont et al., 2000). This creates the 
possibility that inclusion of self-report measures might actually increase the 
possibility of false-positive classifications and therefore they should be 
excluded from malingering assessment. However, there may be clinically 
useful reasons for the use of self-report measures and these will be discussed 
below.
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Correlations with age, intelligence, psychiatric symptoms, and HI variables 
The CDQ ‘fake and rare' score did not correlate significantly with age or IQ in 
either group. It did not correlate significantly with neuropathology in the TBI 
group indicating that those with more severe injuries were no more likely than 
others to endorse fake or rare phenomena.
The CDQ ‘fake and rare’ correlated significantly with self-reported psychiatric 
symptoms in the TBI group where the higher the self-reported psychiatric 
symptoms, the more fake and rare symptoms endorsed. This endorsement of 
fake and rare symptoms may be explained by the persons need to highlight 
their psychological distress by endorsing even fake and rare cognitive 
symptoms. The correlation highlights the importance of assessing psychiatric 
symptoms during a neuropsychological assessment, where such 
psychological factors may explain poor performance on malingering 
measures. This significant correlation was not observed in the final CMMB 
further supporting the possibility that using a combination of tests may factor 
out confounding variables.
A ‘Performance-based’ CMMB
The AUC statistics for the individual tasks making up the CMMB showed that 
the performance-based cLBT and Total Pop Error Task had superior 
discriminatory power to the interview-based CDQ ‘fake and rare’ task. 
Therefore, it was possible that CDQ index reduced the discriminatory power of 
the CMMB. To investigate this, a ‘performance only’ CMMB was computed. 
However, using only the performance-based tasks did not improve the overall 
discriminatory power. Considering the lack of improvement, and suggestions 
by leading authors in malingering that self-report measures should be 
incorporated, for example, Aronoff et al., (2007), the CDQ ‘fake and rare’ 
remained within the CMMB.
As alluded to above, there may be clinically important reasons for including a 
self-report measure in a malingering assessment. When providing evidence 
of malingering in court, although performance measures can be cited as
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evidence, qualitative information such as the endorsement of a large number 
of fake items on a subjective measure may be particularly useful and 
meaningful evidence. Although even genuinely injured individuals may 
endorse some fake items, astute clinical judgement may consider the 
endorsement of large number of fake or rare items evidence of malingering, 
particularly if these symptoms had not been mentioned previously.
Tasks excluded from the CMMB 
CDQ Indices
Means for the CDQ Total’, ‘Distress’, and ‘Frequency’ indices were 
significantly different for all groups, precluding them from the CMMB. The 
malingering group scored the highest number of cognitive symptoms with 
related frequency and distress, followed by the TBI group and then the healthy 
control group. The malingering groups higher mean scores were likely due to 
the, albeit correct assumption, that symptoms of TBI are often cognitive. 
However, their scores were exaggerated in comparison to those with genuine 
TBI who often reported that their symptoms had become part of their identity 
and were no longer obvious to them.
Both the TBI and healthy control groups endorsed elevated cognitive 
symptoms on the CDQ. In an attempt to create face validity as an 
assessment of TBI, the CDQ may have included too many every-day cognitive 
symptoms at the expense of items sensitive to malingering leaving it 
somewhat more difficult to discriminate TBI and healthy control groups from 
the malingering group. The challenge here would be to improve the sensitivity 
of the CDQ without losing face validity.
The CDQ ‘composite’ indices failure to meet CMMB criteria seems reasonable 
given that it was made up of the above indices which also failed criteria. The 
CDQ ‘not sure’ score was not endorsed by many participants overall and may 
not be a useful detection method.
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Pop task: Total Pop Reaction Time Task
It was not possible to create a Total Pop Reaction Time score because the 
formula did not meet CMMB criteria. In Task A and Task B the TBI group took 
longer to complete the task than healthy controls. One explanation for this 
finding might be cognitive and motor slowing which increased their reaction 
time. There also seemed to be a speed versus accuracy trade off where the 
TBI group were observed to ‘double-check’ the screen before pressing the key 
even though they were instructed to answer as soon as they saw the stimuli. 
This may be one reason why the ‘pop-out’ reaction time effect was lost in 
Tasks A and B in the TBI group. This finding would indicate that perhaps the 
reaction time component of pre-attentive processing is somewhat vulnerable 
to TBI as was found in the Trail Making Test study (Ruffolo et ai, 2000).
Similar to the TBI group, malingerers also had elevated reaction times in Task 
A however this was more likely due to purposeful slowing of reactions in an 
attempt to feign TBI. In Task B malingerers had faster reaction times than in 
Task A indicating that they did not exaggerate reaction times in the second 
task also. The malingering groups reduced reaction times in Task B may be 
the result of fatigue. Task B was the last task in the battery and previous 
research has found that withholding honest responses for long periods can be 
very difficult (LeBourgeois III, 2007). Therefore, the malingering group may 
have reverted to honest responding by not feigning exaggerated reaction 
times. Such research may have interesting implications for the positioning of 
malingering tasks in a neuropsychological assessment and certainly deserves 
consideration. Overall, the reaction time component did not accurately 
distinguish the malingering from the TBI group and does not support previous 
findings (e.g., Leark et ai, 2002).
Qualitative Feedback
The feedback provided by the malingering group about strategies they used 
could be usefully divided into two main categories. One category was the 
simulation of what participants thought were genuine symptoms of TBI 
including memory loss, visual problems, increased reaction times, reduced 
concentration and attention, and balance problems. Participants’ responses
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about mild TBI symptoms were exaggerated and lacked any specific detail 
about cognitive functioning after a TBI. This may be a result of the 
participant’s lack of knowledge regarding the area. However, such a lack of 
detailed knowledge is to the clinician’s advantage. Self-report malingering 
measures may be particularly useful in detecting exaggerated cognitive 
symptoms, however considering the current research findings, self-report 
measures need to be very specific to malingering but still retain some face 
validity. Inclusion of too many ‘every-day’ cognitive symptoms makes it 
difficult to distinguish malingerers. Of course, when individuals complain of 
such symptoms, corresponding behavioural evidence would also be important 
to the clinician and the lack of behavioural evidence may alert the clinician to 
suspect presentation.
The second category of symptoms seemed more ‘strategically-based’, where 
malingerers reported such tactics as alternating ‘A’ and ‘B’ or ‘Yes’ and ‘No’ 
answers randomly and then changing their approach to perhaps ‘five correct’, 
‘three incorrect’, thereby making it difficult for the clinician to follow any 
random response pattern. Such strategies lend support to the continued use 
of floor effects, performance curves and symptom validity tests because the 
malingerers did not take into account the actual abilities of the clinical group 
they were attempting to simulate. Therefore, they may perform worse than a 
very impaired individual, produce unusual performance curves or achieve 
lower than chance which may usefully distinguish them as malingerers.
Although it is difficult to generalise feedback from simulating malingerers to 
real-world situations where the gains and losses are significant, such 
qualitative feedback is useful in providing a sense of the range of strategies 
malingerers may use. The current malingering group responded to tests 
using either one or both of the malingering categories above demonstrating 
the heterogeneity with which they feigned impairment. This supports the use 
of multi-modal malingering detection methods including both performance and 
interview-based methods, sensitive to such a variety of malingering strategies.
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Limitations
A number of study limitations should be noted including the generalisability of 
findings, assessment considerations, and the test battery selection.
Generalisability
Simulation design is recognised as the standard method used for malingering 
research, however its major limitation is generalisability to real-world 
situations (Rogers, 1997). Providing a small monetary incentive is thought to 
increase motivation to feign in the malingering group. However, this study did 
not provide an external incentive which may have created an additional layer 
of distance between the malingering scenario and a real-world compensation 
case. As a result it may have been more difficult for the malingering group to 
commit to the scenario and malinger in a way that really challenged the 
discriminatory ability of the tasks.
The malingering group were not provided with information on TBI prior to the 
study, and were not given any significant length of time to prepare for the 
assessment. In real-world situations, it would seem logical that a person who 
chose to malinger would be motivated to learn about the impairment they 
were going to feign considering the high stakes involved. This lack of 
information as well as the variable knowledge of TBI symptoms demonstrated 
by the malingering group may have had an effect on their responding and may 
not be comparable to real-world situations.
It would also appear that important ‘ecological’ evidence is lost through 
experimental design. As alluded to previously, in real-world clinical 
assessment, the malingerer would not only have to report the difficulties they 
were ‘experiencing’ but also evidence this through behaving in a manner that 
supported their claims of dysfunction. Simulating malingerers may not 
demonstrate such ecological evidence. However, it seems logical that such 
behavioural indications of genuine or malingered impairment would require 
consideration in the research, perhaps through known-group design. The 
author knows of only one study that included behavioural observations, which
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was during the assessment of simulating malingering by children (Nagle et ai, 
2006).
Having acknowledged the limitations, simulation design allows for well- 
controlled experimental manipulation group comparison. This study also 
included a clinical comparison group which is thought to increase the 
generalisability of simulation design (Rogers, 1997).
Assessment considerations
TBI group
At times it was difficult to keep TBI group participants on task, particularly 
during computerised tests. They were more distractible, more inclined to stop 
tasks mid-way in order to discuss their experiences and required 
encouragement to remain on task. This may have affected their overall 
outcome on measures, particularly on reaction time tests. Such unpredictable 
disruption on testing would have to be taken into consideration in real-world 
malingering assessment, particularly if reaction time tests were being used. 
Interestingly, one of the criteria for malingering classification according to the 
DSM-IV-TR (APA, 2000) is the observation of ‘non-compliance’ with test 
material, the assumption being that those with ‘true’ symptoms would be more 
likely to comply with tests. If non-compliance includes distractibility and the 
need for encouragement to remain on task, then the current observations may 
not support this as a criterion for malingering.
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Malingering group
Some of the malingering group were observed to become tired and bored with 
the assessment due to its length. They reported difficulties remaining within 
role and suppressing honest answers for such long periods of time. Boredom 
or fatigue may have had an effect on test outcome where responses may 
have become random rather than strategic. Alternatively, malingerers may 
have come out of role prematurely and responded honestly because of 
difficulties in suppressing honest answers for over an hour. As discussed 
previously, this may have implications for the positioning of malingering tests 
in a neuropsychological assessment. However, it may be that large financial 
benefits in real-world situations may increase the motivation to remain on task 
as a malingerer and perhaps an incentive in the current research may have 
provided greater motivation to remain within role.
Test battery selection
A strength of the research lay in the use of established detection strategies in 
the test battery such as floor effects and interview-based methods, as well as 
the exploration of new, less researched strategies (pre-attentive processing 
error and reaction time scores). However, the CMMB could have reached 
superior specificity and sensitivity through the use of additional or alternative 
detection strategies. The major consideration is balancing the importance of 
discriminatory power with the length of time taken to administer malingering 
tests during neuropsychological assessment. The current assessment took 
approximately one hour to administer and this excluded the administration of 
any common neuropsychological tests used to assess TBI. Certainly the 
length of a malingering test battery will have an impact on the uptake of this 
method in clinical practice. It may be that screening tools are used at the 
outset of a neuropsychological test. If clinicians are working for court or if they 
are alerted to malingering during a regular neuropsychological assessment 
then a more comprehensive malingering battery such as the CMMB would be 
more appropriate. Alternatively, shorter routine test batteries may be possible 
as increasing numbers of tests are investigated for their discriminatory power 
such as the cLBT which was very quick to administer and had good 
discriminatory power.
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Clinical implications
Clinical psychologists in Britain remain sceptical about the use of malingering 
tests during neuropsychological assessment due to the consequence of a 
false positive diagnosis, although attitudes seem to be changing given the 
recent surge in research and conference presentations (e.g., Kelly et al., 
2005). The Daubert Guidelines have ruled that to be admissible as scientific 
knowledge, expert testimony must be derived by accepted scientific methods 
and such testimony must be based on evidence that is reliable and valid in US 
courts (Vallabhajosula & van Gorp, 2001). A similar protocol for the 
admissibility of scientific evidence in UK courts is pending (Select Committee 
for Science and Technology, 2005). This has implications for the way in 
which psychologists present evidence from neuropsychological tests in legal 
settings. Considering that neuropsychological test results may be vulnerable 
to malingering, psychologists in the UK may have to routinely demonstrate the 
reliability of their test results in court by ruling out possible factors such as 
malingering (Aronoff et al., 2007).
Furthermore, the cost of malingering to society is growing and clinicians are 
being looked upon to meet not only the needs of their clients but also the 
needs of society by stepping up to make challenging classifications such as 
malingering. In order to make a malingering classification, psychologists are 
being increasingly encouraged to use objective methods of assessment 
because they may be more reliable and valid than clinical judgement alone 
(Grove & Meehl, 1996). Due to the heterogeneity of malingerers, the use of 
multiple tests is thought to be essential in order to improve classification rates. 
The current study provided an example of how to combine performance and 
interview-based tests to create a malingering battery which may usefully 
discriminate malingerers of TBI.
Future research
In order to create a scientifically validated malingering battery, the CMMB 
must prove useful in ‘known-group’ design, over different clinical populations 
and through various assessment methods until it meets an acceptable 
threshold for sensitivity and specificity (Rogers, 1997). Only then would such
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a test battery receive general acceptance in scientific and legal communities 
(Vallaghajosula & van Gorp, 2001).
Future research into the CMMB may wish to consider the use of an external 
incentive to improve the malingering scenario as well as providing the 
malingering group with time to prepare for the assessment as would occur in 
real-world compensation cases. Finally, perhaps the use of an additional 
standardised measure may help to improve the external validity of group 
classifications.
Conclusions
A malingering group was requested to simulate mild TBI symptoms in order to 
increase the likelihood of receiving compensation. This group performed 
suspiciously poorly when compared to a group of participants with diagnosed 
moderate to severe TBI on a battery of simple cognitive tests designed to 
detect malingering. The malingering group used a variety of malingering 
strategies that may not be detected by a single malingering test alone. It is 
difficult to know whether financial incentive motivated such poor performance 
due to the lack of real incentive provided in the study. It may be that such 
poor performance was a reflection of the lack of knowledge of TBI symptoms 
on the part of the malingering group. However, the current research supports 
findings that in simulation research, malingerers perform poorly when 
compared to their genuine clinical counterparts in the context of a 
compensation scenario (e.g. Davis et al., 1997) lending tentative support for 
the notion that malingerers exaggerate symptoms in order to increase the 
likelihood of compensation.
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Rey 15-ltem Memory Test (Rey, 1964)
The Rey 15-ltem Memory Test is an example of a floor strategy. This test 
consists of 15 items presented in a matrix of three columns by five rows. 
Patients are told they have 10 seconds to study the items, following which 
they will have to reproduce the items from memory. A score below nine was 
thought to be indicative of feigning memory impairment. However a number 
of studies have demonstrated that this instrument lacks specificity at a variety 
of cut-off scores and is problematically sensitive to learning disabilities, and 
psychiatric and neurological disorders leading to the possibility of 
misclassifying people (Lezak, 2004). They Rey 15 Item Memory Test has not 
been recommended for use because it does not meet Daubert criteria 
(Vallabhajosula & van Gorp, 2001)
Validity Indicator Profiie (VIP; Frederick, 1997)
The VIP is another example of an SVT. It is a two-alternative forced choice 
procedure consisting of 100 problems that assess nonverbal abstraction 
capacity and 78 word-definition problems. The VIP attempts to establish 
whether an individual's performance in an assessment battery should be 
considered representative of his or her true overall capacities (valid or invalid). 
Performances classified as valid are classified as ‘compliant’ and reflect a 
high effort to respond correctly. Performances classified as invalid are sub­
classified as ‘careless’ (low effort to respond correctly), ‘irrelevant’ (low effort 
to respond incorrectly), or ‘malingering’ (high effort to respond incorrectly). 
The nonverbal subtest of the VIP demonstrated sensitivity (.74) and specificity 
(.86). The verbal subtest of the VIP demonstrated sensitivity (.67) and 
specificity (.83) (Frederick 2003). When assessed for its ability to meet 
Daubert criteria, it was recommended that the VIP be used with “some 
caution” (Vallabhajosula & van Gorp, 2001, p. 214).
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Appendix B: Information sheets for Malingering and Healthy Control
Groups
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PARTICIPANT INFORMATION SHEET 
(Simulating Head Injury Group) SURREY
UNIVERSITY OF
Study Title: Assessment of Reported Cognitive Symptoms in neaa injury 
Name of Researcher: Emma Regan
I would like to invite you to take part in a research study. Before you decide, you 
need to understand why the research is being done and what it would involve for you. 
Please take time to read the following information carefully and talk to others about 
the study if you wish.
Purpose of the study:
I am completing this study as part of my training as a clinical psychologist. The study 
is looking at the development of neuropsychological tests to distinguish between 
people who have a head injury and those who do not.
Why have I been invited?
In total, 90 people will participate in this study. There will be three groups with thirty 
people in each. I am inviting groups of people who do and do not have a head injury.
Do I have to take part?
It is up to you to decide. I will describe the study and go through this information 
sheet, which I will then give to you. I will then ask you to sign a consent form to show 
you have agreed to take part. You are free to withdraw at any time, without giving a 
reason.
If you withdraw from the study I will destroy all your identifiable information and your 
data will not be used in the study.
What will be involved if I take part?
If you agree to participate in the research, I will meet with you at a suitable time for 
you. The research will take approximately 60 minutes.
I will ask you some demographic details about yourself. You will then be asked to 
complete a short questionnaire and verbal task. I will then ask you to read a short 
hypothetical scenario about sustaining a head injury. You will then be asked to 
complete another short verbal task and three computer tasks in a way that you 
believe someone would if they had a true head injury.
I will then ask you some further short questions after you finish the tasks.
What are the possible disadvantages, side effects and risks of taking part?
I do not anticipate any particular side effects or risks for you in taking part in this 
study. Previous studies similar to this one have not documented any side effects or 
risk to participants.
However, if you should suffer any deterioration in you health or unexpected or 
unusual symptoms whilst completing the research, you should inform me 
immediately.
What are the possible benefits to taking part?
The findings from this study may help improve assessment methods for clinicians 
who work with people with e.g., a head injury.
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What happens when the research study stops?
When I have finished collecting all the data, I will analyse the information gathered. 
This will then be written up as part of my training as a clinical psychologist. A final 
copy will be kept in the library at the University of Surrey, Guildford. It is also 
anticipated that the results of the study will be written up for journal publication and 
presentation.
What if there is a problem?
The University of Surrey, the sponsor of the study, has indemnity arrangements in 
place which allows it to provide compensation without your needing to prove 
negligence. This could apply if you suffered a significant and enduring injury 
(including illness or disease) which is directly attributable to any clinical intervention 
or procedure for which the University is responsible.
Any complaint about the way you have been dealt with during the study or any other 
concerns will be addressed. You can speak to me in the first instance or you can 
speak to my supervisors, Dr Adrian Coxell (Tel:01344 754270) or Dr Fiona Warren 
(Tel:01483 689441) If you wished to complain formally you should contact Dr Warren 
on the above number.
Will my taking part in the study be kept confidential?
Yes. I will follow ethical and legal practice and all information about you will be 
handled in confidence.
Your name will not be attached to your data at any point during this study. You will 
be allocated a participant number to ensure anonymity and confidentiality upon 
consenting to the research.
Data will be retained for ten years at the University of Surrey after journal article 
publication, following recommendations from the Medical Research Council.
Who is organising and funding the research?
The University of Surrey is organising and funding the research.
Who has reviewed the study?
This study has been reviewed and given favourable opinion by a National Research 
Ethics Committee, NHS Research Consortium and the University of
Surrey Ethics Committee.
If you have any further queries, please do not hesitate to ask me.
Sincerely,
Emma Regan (Chief Investigator)
Trainee Clinical Psychologist 
University of Surrey
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PARTICIPANT INFORMATION SHEET 
(Healthy Control Group) SURREY
UNIVERSITY OF
Study Title: Assessment of Reported Cognitive Symptoms in Head Injury
I would like to invite you to take part in a research study. Before you decide, you 
need to understand why the research is being done and what it would involve for you. 
Please take time to read the following information carefully and talk to others about 
the study if you wish. .
Purpose of the study:
I am completing this study as part of my training as a clinical psychologist. The study 
is looking at the development of neuropsychological tests to distinguish between 
people who have a head injury and those who do not.
Why have I been invited?
In total, 90 people will participate in this study. There will be three groups with thirty 
people in each. I am inviting groups of people who do and do not have a head injury.
Do I have to take part?
It is up to you to decide. I will describe the study and go through this information 
sheet, which I will then give to you. I will then ask you to sign a consent form to show 
you have agreed to take part. You are free to withdraw at any time, without giving a 
reason.
If you withdraw from the study I will destroy all your identifiable information and your 
data will not be used in the study.
What will be involved if I take part?
If you agree to participate in the research, I will meet with you at a suitable time for 
you. The research will take approximately 60 minutes.
I will ask you some demographic details about yourself such as your age, ethnicity 
and details of any head injury you may have had.
You will then be asked to complete a short questionnaire, two short verbal tasks and 
three computer tasks. You will be asked to respond as honestly as possible and to 
the best of your ability.
What are the possible disadvantages, side effects and risks of taking part?
I do not anticipate any particular side effects or risks for you in taking part in this 
study. Previous studies similar to this one have not documented any side effects or 
risk to participants.
However, if you should suffer any deterioration in you health or unexpected or 
unusual symptoms whilst completing the research, you should inform me 
immediately.
What are the possible benefits to taking part?
The findings from this study may help improve assessment methods for clinicians 
who work with people with e.g., a head injury.
Research Dossier
What happens when the research study stops?
When I have finished collecting all the data, I will analyse the information gathered. 
This will then be written up as part of my training as a clinical psychologist. A final 
copy will be kept in the library at the University of Surrey, Guildford. It is also 
anticipated that the results of the study will be written up for journal publication and 
presentation.
What if there is a problem?
The University of Surrey, the sponsor of the study, has indemnity arrangements in 
place which allows it to provide compensation without your needing to prove 
negligence. This could apply if you suffered a significant and enduring injury 
(including illness or disease) which is directly attributable to any clinical intervention 
or procedure for which the University is responsible.
Any complaint about the way you have been dealt with during the study or any other 
concerns will be addressed. You can speak to me in the first instance or you can 
speak to my supervisors, Dr Adrian Coxell (Tel:01344 754270) or Dr Fiona Warren 
(Tel:01483 689441) If you wished to complain formally you should contact Dr Warren 
on the above number.
Will my taking part in the study be kept confidential?
Yes. I will follow ethical and legal practice and all information about you will be 
handled in confidence.
Your name will not be attached to your data at any point during this study. You will 
be allocated a participant number to ensure anonymity and confidentiality upon 
consenting to the research.
Data will be retained for ten years at the University of Surrey after journal article 
publication, following recommendations from the Medical Research Council.
Who is organising and funding the research?
The University of Surrey is organising and funding the research.
Who has reviewed the study?
This study has been reviewed and given favourable opinion by a National Research 
Ethics Committee, NHS Research Consortium and the University of
Surrey Ethics Committee.
If you have any further queries, please do not hesitate to ask me.
Sincerely,
Emma Regan (Chief Investigator) 
Trainee Clinical Psychologist 
University of Surrey
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Organisations)
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4?  UNIVERSITYhSURRE
PARTICIPANT INFORMATION SHEET 
(Head Injury Group - NHS)
Study Title: Assessment of Reported Cognitive Symptoms in Head Injury
I would like to invite you to take part in a research study. Before you decide, you 
need to understand why the research is being done and what it would involve for you. 
Please take time to read the following information carefully and talk to others about 
the study if you wish.
Purpose of the study:
I am completing this study as part of my training as a clinical psychologist. The study 
is looking at the development of neuropsychological tests to distinguish between 
people who have a head injury and those who do not.
Why have I been invited?
In total, 90 people will participate in this study. There will be three groups with thirty 
people in each. I am inviting groups of people who do and do not have a head injury.
Do I have to take part?
It is up to you to decide. I will describe the study and go through this information 
sheet, which I will then give to you. I will then ask you to sign a consent form to show 
you have agreed to take part. You are free to withdraw at any time, without giving a 
reason. A decision to withdraw at any time, or a decision not to take part, will not 
affect the standard of care you receive.
If you withdraw from the study I will destroy all your identifiable information and your 
data will not be used in the study.
What will be involved if I take part?
If you agree to participate in the research, I will meet with you at a suitable time for 
you. The research will take approximately 60 minutes.
I will ask you some demographic details about yourself such as your age, ethnicity 
and details of your head injury such as: the site of your head injury, the reason for 
your head injury, your Glasgow Coma Scale Score (if you have this), the length of 
time you may have lost consciousness or experienced amnesia after your head injury 
and whether you have experienced e.g., a stroke. Alternatively, I can also gain some 
of this information from your healthcare professional who approached you about this 
research with your permission.
You will then be asked to complete a short questionnaire, two short verbal tasks and 
three computer tasks. You will be asked to respond as honestly as possible and to 
the best of your ability
What are the possible disadvantages, side effects and risks of taking part?
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I do not anticipate any particular side effects or risks for you in taking part in this 
study. Previous studies similar to this one have not documented any side effects or 
risk to participants.
. However, if you should suffer any deterioration in you health or unexpected or 
unusual symptoms whilst completing the research, you should inform me 
immediately.
What are the possible benefits to taking part?
I cannot promise the study will help you, but the findings from this study may help 
improve assessment methods for clinicians who work with people with e.g., a head 
injury.
Who can I speak to independently about taking part in the study?
You can speak to  ..................(Name of healthcare professional/manager)
Telephone............. . . if you feel you need to discuss the possibility of participating
with somebody independent of the study.
What happens when the research study stops?
When I have finished collecting all the data, I will analyse the information gathered. 
This will then be written up as part of my training as a clinical psychologist. A final 
copy will be kept in the library at the University of Surrey, Guildford. It is also 
anticipated that the results of the study will be written up for journal publication and 
presentation.
What if there is a problem?
The University of Surrey, the sponsor of the study, has indemnity arrangements in 
place which allows it to provide compensation without your needing to prove 
negligence. This could apply if you suffered a significant and enduring injury 
(including illness or disease) which is directly attributable to any clinical intervention 
or procedure for which the University is responsible.
Any complaint about the way you have been dealt with during the study or any other 
concerns will be addressed. You can speak to me in the first instance or you can 
speak to my supervisors, Dr Adrian Coxell (Tel:01344 754270) or Dr Fiona Warren 
(Tel:01483 689441) If you wished to complain formally you should contact Dr Warren 
on the above number.
If you have concerns about the NHS involvement in the study the normal NHS 
complaints mechanisms are available to you, and if you are harmed by taking part in 
this research project and you believe this is due to the negligence of the NHS then 
you may have grounds for legal action against the NHS but you may have to pay for 
it.
Will my taking part in the study be kept confidential?
Yes. I will follow ethical and legal practice and all information about you will be 
handled in confidence.
Your name will not be attached to your data at any point during this study. You will 
be allocated a participant number to ensure anonymity and confidentiality upon 
consenting to the research.
Data will be retained for ten years at the University of Surrey after journal article 
publication, following guidelines from the Medical Research Council.
Who is organising and funding the research?
The University of Surrey is organising and funding the research.
Who has reviewed the study?
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This study has been reviewed and given favourable opinion t 
Ethics Committee, NHS Research Consortium
Surrey Ethics Committee.
If you have any further queries, please do not hesitate to ask me.
Sincerely,
Emma Regan (Chief Investigator), Trainee Clinical Psychologist, University of Surrey 
PARTICIPANT INFORMATION SHEET 
(Head Injury Group -  non-NHS)
Study Title: Assessment of Reported Cognitive Symptoms in Head Injury 
I would like to invite you to take part in a research study. Before you decide, you 
need to understand why the research is being done and what it would involve for you. 
Please take time to read the following information carefully and talk to others about 
the study if you wish.
Purpose of the study:
I am completing this study as part of my training as a clinical psychologist. The study 
is looking at the development of neuropsychological tests to distinguish between 
people who have a head injury and those who do not.
Why have I been invited?
In total, 90 people will participate in this study. There will be three groups with thirty 
people in each. I am inviting groups of people who do and do not have a head injury.
Do I have to take part?
It is up to you to decide. I will describe the study and go through this information 
sheet, which I will then give to you. I will then ask you to sign a consent form to show 
you have agreed to take part. You are free to withdraw at any time, without giving a 
reason. A decision to withdraw at any time, or a decision not to take part, will not 
affect the standard of care you receive.
If you withdraw from the study I will destroy all your identifiable information and your 
data will not be used in the study.
What will be involved if I take part?
If you agree to participate in the research, I will meet with you at a suitable time for 
you. The research will take approximately 60 minutes.
I will ask you some demographic details about yourself such as your age, ethnicity 
and details of your head injury including: the site of your head injury, the reason for 
your head injury, your Glasgow Coma Scale Score (if you have this), the length of 
time you may have lost consciousness or experienced amnesia after your head injury 
and whether you have experienced e.g., a stroke. I may ask you to clarify some of 
this information with your next-of-kin or any healthcare professional who may know 
these details if this is possible.
You will then be asked to complete a short questionnaire, two short verbal tasks and 
three computer tasks. You will be asked to respond as honestly as possible and to 
the best of your ability.
What are the possible disadvantages, side effects and risks of taking part?
UNIVERSITY C
SURREY
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I do not anticipate any particular side effects or risks for you in taking part in this 
study. Previous studies similar to this one have not documented any side effects or 
risk to participants.
However, if you should suffer any deterioration in you health or unexpected or 
unusual symptoms whilst completing the research, you should inform me 
immediately.
What are the possible benefits to taking part?
I cannot promise the study will help you, but the findings from this study may help 
improve assessment methods for clinicians who work with people with e.g., a head 
injury.
Who can I speak to independently about taking part in the study?
You can speak to ....................  (Name of healthcare professional/manager)
Telephone   if you feel you need to discuss the possibility of participating
with somebody independent of the study.
What happens when the research study stops?
When I have finished collecting all the data, I will analyse the information gathered. 
This will then be written up as part of my training as a clinical psychologist. A final 
copy will be kept in the library at the University of Surrey, Guildford. It is also 
anticipated that the results of the study will be written up for journal publication and 
presentation.
What if there is a problem?
The University of Surrey, the sponsor of the study, has indemnity arrangements in 
place which allows it to provide compensation without your needing to prove 
negligence. This could apply if you suffered a significant and enduring injury 
(including illness or disease) which is directly attributable to any clinical intervention 
or procedure for which the University is responsible.
Any complaint about the way you have been dealt with during the study or any other 
concerns will be addressed. You can speak to me in the first instance or you can 
speak to my supervisors, Dr Adrian Coxell (Tel:01344 754270) or Dr Fiona Warren 
(Tel:01483 689441) If you wished to complain formally you should contact Dr Warren 
on the above number.
Will my taking part in the study be kept confidential?
Yes. I will follow ethical and legal practice and all information about you will be 
handled in confidence.
Your name will not be attached to your data at any point during this study. You will 
be allocated a participant number to ensure anonymity and confidentiality upon 
consenting to the research.
Data will be retained for ten years at the University of Surrey after journal article 
publication, following guidelines from the Medical Research Council.
Who is organising and funding the research?
The University of Surrey is organising and funding the research.
Who has reviewed the study?
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This study has been reviewed and given favourable opinion by a National Research 
Ethics Committee, NHS Research Consortium and the University of
Surrey Ethics Committee.
If you have any further queries, please do not hesitate to ask me.
Sincerely,
Emma Regan (Chief Investigator), Trainee Clinical Psychologist, University of Surrey
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UNIVERSITY O
SURREY
DEMOGRAPHIC INFORMA TION SHEET 
CONFIDENTIAL
1. AGE
Age______  .____________ bate of Birth _______
2. GENbER
Male □__________________________ Female □________________
3. ETHNICITY: How would you describe your ethnic background?
a) White □ British □ Irish □ Other.................... ....... ........
b) Mixed
White and Black Caribbean □ White and Black African □
White and Asian □ Other ........................................................
c) Asian or Asian British
Indian □ Pakistani □ Bangladeshi □ Other..............................
d) Black or Black British
Black Caribbean □ Black African □ Other................................
e) Chinese or Chinese British or other ethnic group 
Chinese □ Other □
4a. Please state your educational qualifications:
No qualification □ GCSE/O Level □ A Level □ 
Graduate □ Postgraduate □
4b. Are you currently: Employed □ Unemployed □ Student □
Self-Employed □ bisability □
4c. Are you a medical or clinical psychology graduate (qualified):
Yes □ No O
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5. Is  English your first language?
Yes □  No □
6a. Have you ever had a head injury that required hospital treatment?
Yes □  No □
6b. I f  yes, how long has it been since your head injury?
 years  months
6c. What was the reason for vour injury e.g.. Road Traffic accident, 
haemorrhage)
6d. I f  yes, where was the site of your injury
6e. What was your Glasgow Coma Scale Score (if available)
6 f. I f  yes, how long were you unconscious after your head injury (if known) 
6g. I f  yes, how long did you experience post traumatic amnesia (if known) 
6h. Are you currently involved in medico-legal proceedings?
Yes □     No □___________
7. Have you been diagnosed with a Learning Disability e.g.. Dyslexia:
Yes □____________________ No □______________________________
8. Has a Doctor ever told you that you had one of the following neurological 
problems (stroke, dementia)
Yes □ No □________________________ ________
9. Do you have a visual impairment not corrected by glasses?
Yes □ No O _______
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Name: Date:
Please read each statement and circle a number 0, 1, 2 or 3 which indicates how much the statement
applied to you over the past week. There are no right or wrong answers. Do not spend too much time
on any statement.
The rating scale is as follows:
0 Did not apply to me at all
1 Applied to me to some degree, or some of the time
2 Applied to me to a considerable degree, or a good part of time
3 Applied to me very much, or most of the time
1 I found it hard to wind down 0 2 3
2 I was aware of dryness of my mouth 0 2 3
3 I couldn't seem to experience any positive feeling at all 0 2 3
4 I experienced breathing difficulty (eg, excessively rapid breathing, 
breathlessness in the absence of physical exertion)
0 2 3
5 I found it difficult to work up the initiative to do things 0 2 3
6 I tended to over-react to situations 0 2 3
7 I experienced trembling (eg, in the hands) 0 2 3
8 I felt that I was using a lot of nervous energy 0 2 3
9 I was worried about situations in which I might panic and make 
a fool of myself
0 2 3
10 I felt that I had nothing to look forward to 0 2 3
11 I found myself getting agitated 0 2 3
12 I found it difficult to relax 0 2 3
13 I felt down-hearted and blue 0 2 3
14 I was intolerant of anything that kept me from getting on with 
what I was doing
0 2 3
15 I felt I was close to panic 0 2 3
16 I was unable to become enthusiastic about anything 0 2 3
17 I felt I wasn't worth much as a person 0 2 3
18 I felt that I was rather touchy 0 2 3
19 I was aware of the action of my heart in the absence of physical 
exertion (eg, sense of heart rate increase, heart missing a beat)
0 2 3
20 I felt scared without any good reason 0 2 3
21 I felt that life was meaningless 0 2 3
Research Dossier
Appendix F: Cognitive Dysfunction Questionnaire (Paper version)
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The CDQ was presented on a laptop. Responses and reaction times were recorded. 
Participants were presented with the following instructions on screen:
People can report experiencing a wide range of mental and sensory problems. I am 
going to ask you if you have had any of the following problems in the last three 
months. Please press the key marked ‘yes’ if you have had any of these problems, 
and the key marked ‘no’ if you have not had any of these problems. If you are not 
sure if you have had these problems please press the key with the
Each question was presented on screen individually and prefixed with:
In the last three months have you experienced...
1 ) Your sense of taste being much stronger than usual
2) Feeling flooded by tastes
3) Not being able to taste one thing because of being flooded by different tastes
4) Often getting a vinegar-like taste in your mouth for no obvious reason
5) Not being able to taste things on one side of your tongue.
6) Your sense of smell being much more powerful than usual
7) Feeling flooded by smells
8) Not being able to smell one thing because of being flooded by different smells
9) Often being able to smell something like burning rubber for no reason
10) Getting the taste or smell of something just by touching it (for example touching 
an apple and tasting it in your mouth before you eat it)
11) Reaching for something but your hand missing it by more than a couple of inches
12) A muscle or muscles jumping or twitching
13) Loss of the ability to write down words on paper
14) Your handwriting having changed a great deal
15) The impression that you have lost the ability to control your left hand at times and 
it seeming to have a “mind of it’s own”.
16) Finding it very difficult to judge how heavy things are when you pick them up with 
your hand
17) Finding it very hard to tell if things are hot or cold when you are touching them.
18) Finding it very hard to tell if things are rough or smooth when you are touching 
them.
19) Finding it very hard to tell how big things are when you are touching them
20) Finding it very hard to tell what shape things are when you are touching them.
21) Loss of the ability to feel sensations down one side of your body.
22) The feeling that a part of your body has got much larger.
23) Loss of the ability to feel things on your face
24) Having great trouble keeping your balance when walking
25) Your hands trembling when you start writing
26) Not being able to control your arms or hands like you used to.
27) Not being able to do things like tying up shoelaces or doing up buttons
28) Things that you are holding seeming much bigger or smaller than they usually do.
29) The feeling that a part of your body has got much smaller
30) Not being able to do simple things like drawing simple shapes
31) Sounds being louder or more intense
32) Feeling flooded by sound
33) Not being able to concentrate on one particular sound because of feeling flooded 
by other sounds
34) Not being able to say words that you used to be able to say
35) Everyday sounds sounding somehow different to before
36) Repeating things that other people say even though you do not mean to do so
37) Repeating yourself a lot
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38) Buzzing followed by ringing in the ears
39) Hearing the things that people say to you repeated over and over in your head.
40) Not being able to repeat something that somebody has said.
41) Starting to say something and then forgetting what you meant to say
42) Thinking that people talking in your language are talking in a different language
43) Not being able to remember the names of things
44) Jumbling your words when you speak
45) Your vision being much more powerful than usual
46) Feeling flooded by visual images
47) Not being able to concentrate on one visual image because of feeling flooded by 
lots of visual images
48) Things just not seeming to have any colour when you look at them.
49) Not being able to recognise things properly when you are looking at them.
50) Double vision
51) Things seeming to change colour when you look at them for more than a couple 
of seconds
52) Not being able to tell the difference between colours like you could before.
53) Things that you look at having a greenish colour to them
54) Not being able to recognise the faces of people that you know.
55) Things looking much smaller than they used to.
56) Things seeming to look much closer than they did before
57) Things looking much bigger than they used to.
58) Visual things being repeated. For example, a person will walk past you, and then 
a few minutes later you will get the impression of seeing them walk past you again.
59) Things that you look at having a reddish colour to them
60) Not being sure if you are right or left handed
61) Not understanding how to do even simple maths like adding up or taking away
62) Not being able to remember what you had for breakfast
63) Not being able to remember the first name of one of your parents
64) Not being able to remember your date of birth
65) Not being able to remember what happened yesterday
66) Not being able to remember anything for a reasonably long period of your life (for 
example not remembering anything from secondary school)
67) Getting confused between left and right
68) Getting confused between up and down
69) Loss of the ability to tell the time when you look at a clock
At the end of this section, participants were asked to rate the frequency and distress 
of each item that they had endorsed.
In the last few months how often have you experienced <present item>?
1) Only once
2) A few times
3) About half of the time
4) More than half of the time
5) Nearly all the time
6) All of the time
How much distress has <present item> caused you?
1) None
2) Mild
3) Moderate
4) Severe
5) Very severe
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Appendix G: Computerised Line Bisection Task (paper example)
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This task was presented on a laptop. Participants were read the following instructions 
aloud while presented with an example item.
Instructions:
There are two horizontal lines on the screen. Each line has another line that goes 
through it Your task is to decide which of these lines that go across the screen has a 
line that goes through the middle of it You should press either the key with the V  
sticker on it if it is the left line or the key with the ’R’ sticker on it if you think it is the
right hand line.
Example of one of the items:
1 A
1 B
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Appendix H: Pop-out Task (paper example)
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Appendix I: Consent Forms by Group
UNIVERSITY OF
SURREY
CONSENT FORM (health control & simulating malingering Group)
Title of Project: Assessment of Reported Cognitive Symptoms in Head Injury
Name of Researcher: Emma Regan
Please initial box
• I confirm that I have read and understood the information sheet
dated  .............. (version ) for the above study." I have
had the opportunity to consider the information, ask questions
and have had these answered satisfactorily. ______
• I understand that my participation is voluntary and that I am 
free to withdraw at any time without giving any reason.
• I agree to take part in the above study.
Name of Participant Date Signature
Researcher Date Signature
When completed: Copy for participant, Copy for research file
332
CONSENT FORM (Head Injury Group)
UNIVERSITY OF
SURREY
Title of Project: Assessment of Reported Cognitive Symptoms in Head Injury 
Name of Researcher: Emma Regan
• I confirm that I have read and understood the information sheet
Dated version ) for the above study. I have had the
opportunity to consider the information, ask questions and have 
had these answered satisfactorily.
• I understand that my participation is voluntary and that I am free 
to withdraw at any time without giving reason.
• I confirm that the chief investigator (Emma Regan) has permission to 
gain information about my head injury as discussed in the information 
sheet. I understand that this information can be clarified with the 
healthcare professional that approached me regarding this research 
if I am unsure of these details.
Name of Participant Date Signature
Researcher Date Signature
When Completed: Copy for participant, copy for research file, copy for 
medical/healthcare notes
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Appendix J: Scenario for Malingering Group
Vignette (Simulating Head Injury Group)
Imagine you had a car accident 6 months ago. You suffered a brief loss of 
consciousness (10 minutes) and were taken to hospital where you remained 
for 3 days under observation. You had no other physical injuries apart from 
the loss of consciousness.
The accident was the fault of the other driver and you are now seeking 
financial compensation for your injury.
I would like you to imagine that the tests you about to do are being used to 
determine whether your abilities are normal or impaired. Your job is to alter 
your performance to suggest that you have been adversely affected due to 
brain damage from your accident.
Your goal is to try to produce the most impaired performance that you can but 
at the same time ensure that the examiner will NOT know that you are faking 
or pretending.
Imagine that if you pretend well enough you will receive a large sum of money 
in a personal injury claim for problems from the head injury. Keep in mind that 
the deficits you portray must be believable. Obvious,exaggeration of deficits 
are easy to detect and will ultimately decrease the probability of the courts 
finding your brain damage believable. Imagine too that if your faking is 
uncovered, you may be prosecuted.
Please take a couple of minutes to consider this scenario before you begin the 
tests. If you have any queries, please do not hesitate to ask me before you 
begin.
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Appendix K: Ethics Approval Letters
NHS Research Ethics Committee Approval Letter
Our Rcf: Ü7/H.110.9/109 
9 October 2007
M s Kmma K Regan
Trainee Clinical Psychologist
Department o f Hsychology (Clinical Psychology)
University o f surrey
GUILDFORD
Surrey
GU2 7X11
Dear Ms Regan
AssessMerit of repdftcd cbgnUive sÿmptoms in head hijury
Thank you for responding to the Committee's comments on the above study.
Confirmation of Ethical Opinion
Your response has been considered on behalf o f the Committee by the Chairman and, as a result, I 
am pleased to be able to conlmu a favourable ethical opinion for your study on the basis described in 
the Application form , Protocol and supporting revised documents. The favourable opinion applies 
to the research site listed on the attached form.
Conditions of approval
The favourable opinion is given provided that you comply with the conditions kèt büt in the attached 
document. You are advised to Study the conditions careiully,
Approved Documents
final list o f documents reviewed and approved by the Committee is as follows:
f) NHS REC Application Form, Version 5.4, dated 2S June 2007
11) Your curriculum vitae, version dated 27 J une 2007
Üi) Research Proposal, version 3, dated 7 August 2007
iv) Your covering letter dated 10 July 2007
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v) Letter from the Sponsor, dated 13 June 2007
vi) Letter concerning compensation arrangements, dated 1 August 200fi
vii) Y ou r Supervisor’ s CV  dated 25 June 2007
v ii i)  Y ou r Academic supervisor’ s CV dated 12 June 2007
ix ) Participant Information Sheet: Healthy Control Group, Version 4, dated 3 October
2007 .
x) Participant Information Sheet: Simulating Head In ju ry Group, Version 4, dated j
October 2007 ^  .
x i)  Participant Information Sheet: Head In ju ry  Group non-M IS  Version o, dated 3
x ii)  Participant Information Sheet: Head In ju ry Group -  NHS Version 3 dated a Octobei
x i i i)  Participant Consent Form: Healthy Volunteers and Simulating Head Injuries Group,
V e rs ion2 ,dated6 A ugust2007 . .
x iv ) Participant Consent Form: ‘True’ Head In jury Group version 2 dated 6 August 2007
xv) Vignette fo r .Simulating Head in ju ry  Group, Version I , dated 3 July 2007
xvi) Qualitative Questions for Simulating Head Injury Group Questionnaire, Version I,
dated 3 July 2007 , .   r v i n T t
x v ii)  C D ! (Cognitive Dysfunction Interview) Questionnaire, Version 1, dated 9 July 200/
x v iii)  DASS (Depression A nxie ty Stress Scale) Questionnaire
x ix )  Demographic Information Sheet, Version 2, dated 7 August 2007
xx) Example o f  Bi-section Test, Version 1, dated 9 July 2007
x x i) Research Proposal, Version 1, dated 1 October 2007
x x ii)  Feedback from  research proposal, Version 1, dated 20 November 2006
x x ii i)  Email correspondence from Trust Psychologist, dated 26 September 2006 _
xx iv ) Email correspondence from Royal Hospital Neuro-D isability Putney, 8 M ay 2007
xxv) Email correspondence Irom Trust Psychologist, dated 12 June 2007
Research governance approval
The study should not commence until you have obtained final research governance approval from the 
R & D  Department fo r the relevant NHS care organisation.
Statemen t  of compliance
The Committee is constituted in accordance w ith  the Governance Arrangements for Research Ethics 
Committees (July 2001) and complies fu lly  w ith the Standard Operating Procedures fo r Research
Ethics Committees in the UK.
Y our* sincerely
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Research and Development Approval
Ms. Emma E Regan
Trainee Clinical Psychologist
Department of Psychology (Clinical Psychology)
University of Surrey
Guildford
Surrey
GU27XH 19 October 2007
Dear Ms. Regan,
RAMC ID: 0957/NOCI/2007 ;
TITLE: Assessment of reported cognitive symptoms in head injury.
Thank you for your application to the Research Approval and Monitoring Committee(RAMC) for 
approval for this study,
A sub-committee of the RAMC have considered this study. The documents considered were as 
follows:
# NHS REC form parts A and B (unsigned and dated 28/06/07)
NHS Site Specific Information form (signed and dated 28/06/07}
s Protocol with appendices (version 3 dated 07/08/07)
|  Letter from Surrey and Borders Partnership NHS Trust confirming employment status
(signed end dated 20/09/07) , i
.  Letter from University of Surrey confirming indemnity (signed and dated August 2006)
# CV for Emma E. Régan (signed and dated 27/06/07)
• Surrey REC approval letter (signed and dated 09/10/07)
♦ E-mail from Emma Regan with clarifications (received 16/10/07)
I am pleased to tell you that the study was approved, and so may proceed. This approval is valid 
in the following Organisations:
• Sussex Partnership NHS Trust
Your RAMC approval is valid providing you comply with the conditions set out below:
1. You commence your research within one year of the date of this letter. If you do not begin your 
work within this time, you will be required to resubmit your application to the committee.
2. You notify the RAMC by contacting me, should you deviate or make changes to the RAMC
approved documents. , ,
3. You alert the RAMC by contacting me, if significant developments occur as the study 
progresses, whether in relation to the safety of individuals or to scientific direction.
4 You complete and return the standard annual self-report study monitoring form when requested 
to do so at the end of each financial year. Failure to do this will result In the suspension ofRAMC
S^You comply fully with the Department of Health Research Governance Framework, and in 
particular that you ensure that you are aware of and fully discharge your responsibilities in respect 
to Data Protection, Health and Safety, financial probity, ethics and scientific quality. You should 
refer in particular to Sections 3.5 and 3.6 of the Research Governance Framework.
6. You ensure that all information regarding patients or staff remains secure and strictly
NHS Organisations; such an extension can usually be arranged within ten working days. 
Good luck with your work. 
Yours sincerely,
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University Ethics Approval
^  UNIVERSITY OF
*  SURREY
Df Mark employ hKultvof
Chair: Faculty of Arts and Human Sciences Etiïlca mt ^  Humaa sdewtei
Cammitibec
Untverelty of Surrey AadfW,&mvCoawMtiK
T; *44 {(/ M 'IMS n , w 3148 cram
■«w nr (. k
Emma Regan
Department of Psychology « PsyehD Clinical Yr2  
UniverBily of Surrey
6‘il November 2007 
Dear Emma
Reference: 170- PSY- 07
Title of Project, Assessment of Reported Cognitive Symptoms in Head Injury 
Thank ye-y for you rc submission of the above proposai
The Faculty of Arts and Human Sciences Ethics Committee has given favourable ethical 
opinion.
If Iftsro are any significant changes ta f is  proposal you may need to consider requesting 
scrutiny by the Faculty Ethics Committee.
Yours sincerely
Dr Mark Cropley
Appendix L: Amended Ethics Approval
Amended NHS Research Ethics Committee Approval
Our Ref: 07/If 1109/109
19 November 2007
Miss Emma Regan
Department o f Psychology
University o f  Surrey
Guildford
Surrey
GU27XH
Dear-Miss Regam
Assessment o f Reported Cognitive Symptoms In Head In ju r y -  Amendment dated 6 November 
2007
The above amendment was reviewed at a meeting o f  the Sub-Committee o f the Research Ethics 
Committee held on 15 November 2007.
Ethical Opinion
The members o f  the Committee present gave a favourable ethical opinion o f the amendment on the 
basis described in the Notice o f Amendment ibrm and supporting documents.
Approved Documents
The documents reviewed and approved at the meeting were:
i, Notice o f  Substantial Amendment form (noo-CTIMP) Version 3.1 submitted on 6 
November 2007
i i  Research Project Proposal (Version 4), dated 6 November 2007
n i Participant Information Sheet (Head Injury Group -  NHS), Version 4, dated 6
November 2007
jy  Consent Form (Head Injury Group -  NHS), Version 3, dated 6 November 2007
v Participant Information Sheet (Head Injury Group -  Non-NHS), Version 4, dated 6 
November 21107
vi Consent Form (Head Injury Group—Non-NHS participants), Version I , dated 6 
November 2007
v ii Demographic Information Sheet, Version 3, dated 6 November 2007
This Research Ettilcs committee is an advisory m w it te e  to  south East Coast Health Authority
f i ie  N a G tm i fle$e#r<h fOWer Jem'oe (REES? «pnesentî # ie JVfliES iMngttomte rWtMo 
tfep N atknaf A ident dafêryAgenty a«d Aesewrti Ëthïa, Go/nrmttet» in togton#
Membci >hip o f the Sul>CoipmIlT«e
'Fhc members o f the Sub-Cotnmiliee present at the meeting were:
Professor D I Russtll-Jones 
RcxcTLttd DN llobden
R & B  Approval
You should notify the R&D office o f  the «levant NH Ï u ic  org inisatinn o f this: amendment and 
check whether it affects R&D approval o f  the resea rch,
Statement of Compliance
The Committee is constituted in accordance with the Governance Arrangements for Research Hides 
Committees (July 2001) and complies fe lly  with fee Standard Operating Procedures fnr Re c rch 
Etiiics Committees in the UK.
Ybirs^toeerety
Amended Research and Development Approval
Dear Ms. Regan,
RAMC ID: 0957/NOC1/2007 , . . . !tl„ f
TITLE: Assessment of reported cognitive symptoms in head injury,
and dated 06/11/07 received
22/11/07)
* Surrey REG approval of amendment letter (unsigned and dated 19/11 /07)
* Protocol (Version 4, dated 06/11/07)
I am pleased to tell you that the study was approved, and so may proceed. This approval is valid 
In  the following Organisations:
. Sussex Partnership NHS Trust
liïE eB S "E S = 5E = -
NHS Organisations; such an extension can usually be arranged within ten working days. 
Good luck with your work.
Ÿours sincerely,
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Appendix M: Sample Qualitative Feedback
Qualitative feedback: Examples of quotes 
Memory Loss
“...in the memory test I got some wrong because I assumed a person with a 
head injury would definitely have memory problems...”
. .exaggerated memory loss like what I did yesterday...”
“..forgot things that were personal to me, such as things important to my
job...”
Reduced Reaction Time
“...I tried to linger before responding...”
Visual Problems
“...double vision...”
“..if there was a different circle in the middle, I acknowledged that but the rest 
were out of view for me...same always...”
Concentration, Attention and Balance Problems
“...tried to show a loss of concentration and tiredness as time went on...” 
“...pretended I lost attention quickly...”
“...thought of people who had stroke...balance problems...problems with
walking...”
Strategically-based feigning
..tried to pick up on similar symptoms throughout the interview...”
“...sticking to one thing only...”
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“...sometimes alternated A’s and B’s or did a series o fA ’s and A series of B’s
- 1 wanted to get above chance...”
“...difficult to concentrate on them fora long time...didn’t know what to 
do.. .stuck to specific pattern...”
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